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Hunterian Lecture 
ON THE 
TREATMENT OF VARICOSE VEINS AND 
VARICOSE ULCERS BY INJECTION. 
Delivered before the Royal College of Surgeons 
England on Feb. 8th, 1929, 
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IN introducing the subject of the injection treatment 
of varicose veins and varicose ulcers, the opening 
words of Mr. Warrington Haward, in his Hunterian 
Lectures on ‘“ Phlebitis and Thrombosis,” given in 
1906, are apposite. ** It has always seemed to me that 
our interest in a disease should be in proportion not 
to the rarity, but to the commonness of its occurrence.”’ 
Varicose diseases are common among all classes of 
the community; they cause untold discomfort and 
suffering amongst their victims, and in an insidious 
manner they are responsible for considerable economic 
loss. Moreover, modern feminine fashion tends to 
make them a social stigma. It will, I think, be 
conceded that the operative treatment of varicose 
veins is far from ideal: in the majority of cases the 
method is only palliative, and there is a large group for 
whom surgery has had hitherto little or nothing to 
offer on account either of the severity of the disease 
or the presence of complications. For these patients 
the crépe bandage and the elastic stocking have 
been ever-present reminders of surgical failure. 
During recent years operative measures have been 
increasingly replaced by injection treatment, and 
while opponents of the latter are inclined to 
regard it as a return to the dark ages of surgery, 
its protagonists have tended to consider it a 
panacea for all forms of varicose disorder. In its 
modern conception injection treatment consists 
essentially in the intravenous injection of substances 
which act by damaging the endothelium of the vein 
and so lead to a localised thrombosis. This thrombus 
is then organised, and the vein left as a thin fibrous 
cord in the subcutaneous tissues. The process as a 
whole is frequently referred to as thrombo-sclerosis. 


HISTORICAL REVIEW. 

The idea of introducing chemical substances into 
blood-vessels with the object of producing localised 
thrombosis is far from new. The method was first 
employed in 1851 by Pravaz, the inventor of the 
hypodermic syringe, in an attempt to cure aneurysms 
by the injection of ferric chloride solution. In the 
same year Desgranges and Valette and others of the 
Lyons school carried out this treatment, with a 
certain measure of success, in cases of varicose veins. 
Two years later, in 1853, both Chassaignac and 
Follin were using the method in Paris and showed 
cases at the Société de Chirurgie, but the former 
reported fatalities from septic complications. Broca 
was still using ferric chloride in 1860, and it was not 
till 1884 that this substance was finally abandoned 
as the result of further fatalities recorded by 
Weinlehner. The accidents arose from two causes: 
firstly, ferric chloride is a coagulant of blood, and 
secondly, sepsis was only too frequently introduced 
at the time of the injection. Pulmonary emboli, 
septic thrombo-phlebitis, septicaemia, and extensive 
local sloughing were the inevitable sequele. 

In 1854 Soquet, professor of pharmacy at Lyons, 
introduced iodo-tannic solution, and this was employed 
successfully by Desgranges and Barrier, who in the 
same year reported 16 cures without accident. The 
thrombi produced by this method were firm, but the 
severe pain they caused necessitated rest in bed for 


some time. Other substances tried at this time 
include chloral hydrate and persulphate of iron. 
5529 





After 1876 perivenous injections became popular for 
varicose veins, hemorrhoids, rectal prolapse, and 
varicocele, as there was considered to be less danger 
from septic complications than with intravenous 
methods. Englisch, Mare See, and Broca_ used 
alcohol injections in the treatment of varicose veins. 
As late as 1894 Delore was defending the iodo-tannic 
method, but at this period all intravenous methods 
were in disfavour owing to the increasing 
operative measures. 

At the beginning of the present century Tavel, of 
Berne, obtained good results with the use of intra- 
venous 5 per cent. phenol, but combined this with 
proximal ligature of the saphenous vein. Schiassi, of 
Bologna, in 1908, used an aqueous solution of iodine 
and potassium iodide injected distally, but also 
resected a small portion of the vein locally to prevent 
emboli. Borchards in 1910 discovered that intra- 
venous salvarsan cured varicose veins and was equally 
successful with other arsenical preparations. In 1913 
Hanschell, as a result of experience of the thrombosing 
action of quinine when given intravenously for 
malaria, employed this drug in the treatment of 
varicose veins with success. At this time, 
however, intravenous methods on the whole were 
certainly not popular, they were used rather 
tentatively, and the general opinion was that the 
successes were obtained more by good fortune than 
by wisdom. 


use ol 


some 


CURRENT METHODS. 

To Prof. Linser, of Tiibingen, belongs the credit of 
trying intravenous methods in a large number of 
Starting in 1911, this worker has successfully 
used 1-2 per cent. solutions of mercury perchloride 
in over six thousand The disadvantages of 
this drug are those common to all mercurial prepara- 
tions, and in more recent years sodium chloride has 
been substituted. In 1916-17 Prof. Sicard, of Paris, 
observed that veins were frequently obliterated as the 
result of injections of intravenous luargol, and soon 
recognised that this was due to the free soda in the 
solution. In 1918 he found that neutral sodium 
carbonate led to thrombosis and sclerosis of veins. 
On account, however, of the extensive sloughing which 
it produced in the subcutaneous tissues, it was soon 
abandoned in favour of the much less toxic sodium 
salicylate. With this drug Prof. Sicard and his 
co-workers have had marked success in a large series 
of cases. Nobl of Vienna has confirmed Linser’s 
results with mercury perchloride, and Genevrier in 
France has popularised the quinine and urethane 
method. Many other drugs have been tried including 
sodium citrate, mercury biniodide, the double 
hydrochlorate of quinine and urea, and glucose. 

In this country experience of injection therapy 
is confined to four or five years, but the accumulating 
results support the earlier work of the continental 
observers. The solutions most favoured are the sodium 
salicylate and the quinine and urethane preparations. 


cases, 


cases. 


THE CIRCULATION IN VARICOSE VEINS, 

The question of the circulation in varicose veins 
is a perplexing one and I do not think it is necessary 
to enter into it fully, but certain aspects of recent 
experimental work are fundamental. The essential 
feature of this work is that in patients with established 
varices of the internal saphenous vein the blood flow 
in this vein is, under certain conditions at least, 
peripheral and directed away from the heart. Magnus, 
using the Volkmann hemodrometer, has shown that, 


in patients with a positive Trendelenburg sign, 
the blood flow is distally directed in the internal 
saphenous vein when the limb is in the vertical 


position, but if the limb be raised to 45° or more 
the flow is either stationary or is directed towards 
the heart in a rather slow stream. Jentzer has 
comfirmed the work by radiographic methods. 
He found that an intravenous injection of strontium 
bromide into a varicose internal saphenous vein 
travelled distally. This work receives further support 
from Magnus’s experiments with the skin microscope. 
te 
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He has shown that in varicose conditions, with the 
limb at varying angles, the capillary blood flow 
in the skin of the lower leg is markedly increased 
immediately the hemodrometer records a distal 
flow. 

Admitting for the moment the 
experiments, 
varicose limb 
parts of the 


validity of these 
the condition of the circulation in the 
is as follows. Blood from the deeper 
limb passes upwards in the femoral 
vein, and on reaching the saphenous opening some 
of this pours into the valveless saphenous vein and 
travels distally. Theoretically, this blood may again 
reach the deeper veins via existing collaterals, or, 
on the other hand, may only do so after passing 
through the capillary bed once more, in a reverse 
direction. That at least part of the blood takes the 
latter course is suggested by Magnus’s experiments. 
Under certain circumstances, therefore, the blood 
tlow in the capillaries of the lower part of the varicose 
area is reversed in direction, and is composed of 
‘used’ blood. Granted these abnormal mechanical 
conditions in the circulation, physiological changes 
inevitably follow in the blood itself, and as a result 
of these tissue nutrition is impaired. Without 
accepting these views in their entirety, it is possible 
to admit that they provide the most logical explana- 
tion available of the development and the persistence 
of varicose ulceration, as well as of the conditions 
under which healing of this ulceration may be brought 
about. 

DIscUSSION OF CASES TREATED INTRAVENOUS 

INJECTIONS. 

During the past two years 230 cases of varicose 
veins have come under may care, the majority 
in the out-patient department at St. Bartholomew’s 
Hospital. The sex incidence was 
females. Injection treatment has been given in 
206 cases, the age limits in this group being 16 and 76 
years respectively. There has been no selection, 
and all cases have been treated provided definite 
contraindications did not exist. Fully 50 per cent. 
of the patients would have been regarded as quite 
unsuitable for surgical measures, on account either 
of age, general condition, the extent of the varicosities, 
or the presence of dermatitis or ulceration. 

The quinine and urethane method has been the 
one of choice, and of this 1525 injections were given ; 
150 injections of sodium salicylate were also given, 
but their use was confined to patients who were 
intolerant of quinine or in whom there existed 
contraindications to its use. The quinine and 
urethane method was chosen from the point of view 
of determining its efficacy and limitations, rather 
than from any preconceived ideas of its superiority 
to other drugs. 

Of the total 206 cases treatment is complete in 
140, while 54 are still under treatment. Twelve 
patients have abandoned treatment, four on account 
of intercurrent disease 


BY 


and eight without giving 
any reason. Treatment in all cases has been 
ambulatory, no serious complication necessitating 


the patient’s admission to hospital has arisen, and 
there has been no mortality. Out of the 230 cases 
of varicose veins treated, 24, or approximately 
10 per cent., were found to be ‘unsuitable for injections 
on the following grounds :— 


Acute phlebitis 5 | Psychoneurosis 3 
Phlegmasia alba dolens 8 Bilateral ankle edema 1° 
Typhoid thrombosis 3 Varicules only 1 
Pregnancy : 1 Acute psoriasis 1 
Age (74) 1 
U ‘nilateral varicose veins. 
The reason for the rejection of these cases will 


be discussed more fully later, when dealing with the 
contraindications to injection treatment. 

Detailed case-histories were taken from all patients 
with special attention to symptoms, the age at onset, 
pregnancies and the menstrual history, the occurrence 
of deep or superficial phlebitis, the development 
of dermatitis and ulceration. and a history of 
cardiovascular-renal disease. In all cases where any 


14 males and 186 | 





atypical symptoms or signs were present a complete 
general examination was made _ in addition to 
local examination. 


Technique of Injections. 


The quinine and urethane preparation is of the 
following formula :— 
Quinine hydrochloride 1-0 g. 
Urethane 2-0 g. 


Aq. dest. ad 30 c.cm. 
The active principle causing damage to the endothelial 
lining of the vein is the quinine, the urethane merely 
raising its solubility in aqueous solution. On standing, 
the solution slowly deposits crystals of quinine 
hydrochloride ; these can easily be redissolved by 
warming to body temperature. The sodium salicylate 
solution is made up in strengths of 20 per cent., 30 
per cent., and 40 per cent. 

The actual technique is similar for the two solutions. 

The patient stands ina good light and an Esmarch tourniquet 
or Martin’s bandage is applied proximal to the proposed 
site of injection. The object of this is to render the veins 
prominent during the insertion of the needle, and in all 
cases it should be removed before the injection is made. 
The patient then lies down and the region of the proposed 
oe nl mem is carefully cleaned with ether. A 5 c.em. record 
syringe carrying a No. 17 needle is filled with the required 
amount of solution and introduced obliquely through 
healthy skin into the lumen of the vein. The plunger is 
then slightly withdrawn to confirm the fact that the needle 
is in the lumen. At this point the tourniquet is removed, 
allowing the vein to collapse and ensuring that the quinine 


and urethane solution reaches the vein walls in a high 
concentration. As a rule, 1 ¢.em. in 15 seconds is about 
the average rate of injection, but no force must be used 


and the time must depend to some extent on the resistance 


|} encountered. Pressure is then applied with an ether swab 
over the site of a and the needle is withdrawn, 
the swab being kept in position for two minutes. The 
puncture is ek ‘with collodion on a pledglet of wool, 
and when dry the whole is covered with a small square 
of wool and tirmly bandaged. The maintenance of digital 
pressure after injection, the collodion dressing, and the 








bandaging are designed to lessen the risk of leakage of blood 
mixed with injection material into the subcutaneous tissues 
around the site of puncture. Leakage is almost certain 
to cause local complications. The patient goes home, and 
returns at the end of a week for further treatment. All 
the patient’s usual activities are permitted, rest is not 
enjoined, but the normal reactions which follow injection are 
explained. 


Considerable discussion has centred round the 
question of the position during the injection, many 
workers preferring to have the patient standing. 
This was done in some of the earlier cases but 
abandoned because many of the patients objected. 
On theoretical grounds, it might seem desirable 
to insist on rest for 10-15 minutes after the injection 
to prevent any possible aspiration of blood into the 
deeper veins, but this has not been carried out and 
no untoward effect has been noted. 


Dosage. 

It is advisable to commence with a small dose of 
quinine urethane solution and for the first injection 
0-5 c.cm. is invariably employed. This has a twofold 
object, the first being to test the local reaction of 
the veins to the solution, and the second to discover 
whether or not the patient possesses any special 
idiosyncrasy towards quinine. Subsequent injections 
are, in practically all cases, 2 c.em. per dose, which 
can generally be relied on to thrombose 5-6 inches 
of a vein. Larger doses may be necessary in a few 
but more than 4 c.cm. should never be given 
at one sitting. It is important to follow cases closely 
exactly what degree of thrombosis injections 
are producing, for individual differences play a large 
part and injections must be regulated accordingly. 

The technical details for sodium salicylate solutions 
are the same as for quinine, except in dosage. Injec- 
tions should begin with 2 e.cem. of 20 per cent. 
solutions, which will usually thrombose about 4 inches 
of vein. Later injections must be regulated according 
to the amount of thrombosis produced. If the 20 per 
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cent. solution is adequate, injections may be confined 
to this; if inadequate the 30 per cent. or 40 per cent. 
solutions must be tried in doses up to 4 c.cm. until 
the requisite effect is obtained. It is important to 
bear in mind the fact that veins appear to establish 
a remarkable tolerance towards salicylate solutions, 
as a consequence of which they fail to thrombose. 
For this reason the surgeon should work as rapidly 
as possible up to a dose and strength which produces 
the required effect. 

Whichever solution is used I do not think it is 
desirable to attempt to produce more than about 
5 inches of thrombosis each time; if more is done 
the method is likely to cease to be strictly ambulatory, 
owing to the discomfort produced. 

Site. 

In general, treatment should be commenced in 
the most distal part of the limb, and each succeeding 
injection given proximal to its predecessor. This 
enables the operator to distinguish at once thrombosed 
from non-thrombosed veins. An exception to this 
rule is made when the varicose condition involves 
the region of the ankle-joint. Veins in this position 
should always be left till all others have been treated ; 
they are then usually found to be entirely symptomless 
and very much smaller in size. If, however, it is 
decided to inject this region, it is as well to bear in mind 
that boots and shoes are likely to cause considerable 
discomfort during the thrombosis. 

Using the doses described above, injections will 
be necessary at intervals of approximately 4—5 inches 
along the course of varicose veins, and in this way 
the whole saphenous tract may be treated to within 
about 4 inches of the saphenous opening. 

In the earlier cases, while the total amounts 
injected were the same as those now used, the dose 
was given at two or three sites spread over about 
5 inches of vein. This has now been given up entirely 
in favour of the injection of the whole dose at one 
site. The results have been just as satisfactory and 
much less discomfort is caused. 


Reactions. 

1. Quinine.—Injections should be entirely painless, 
apart from the prick of the needle as it penetrates 
the skin; pain during the injection shows that the 
fluid is finding its way into the subcutaneous tissues 
and is an indication for discontinuing the injection 
atonce. Thrombosis begins between 12 and 24 hours 
after the injection and is accompanied by slight 
swelling, aching, and tenderness of the vein. This 
pain is invariably accentuated by postural changes, 
and is especially noticeable in the morning. As a 
rule the thrombosed segment becomes partially 
adherent to the overlying skin as a result of mild 
periphlebitis but, although this occasionally shows a 
linear bruising, redness is unusual. After about four 
days the vein begins to shrink, and this process 
continues for at least three months. Local tenderness 
disappears at the end of a fortnight, but bruising may 
take six weeks to clear up, and at times a slight 
permanent pigmentation is left. All these reactions 
are more severe where the vein is situated over bony 
prominences which prevent its sinking back into the 
subcutaneous fat. Patients show marked individual 
variations in the degree of reaction. The subsequent 
discomfort is in most cases slight and rarely limits 
activity. In the present series four cases lost two 
days’ work each, and one case one day, in consequence 
of more than usual discomfort. 

Constitutional effects due to quinine were observed 
in 4 per cent. of the cases and included nausea and 
vomiting, tinnitus, headache, and a transient inter- 
menstrual loss. In women quinine injections must 
not be given during menstruation. No general 
quinine reactions were seen in the male cases. 

Abnormal local reactions. due to leakage of blood 
mixed with the quinine solution into the subcutaneous 
tissues, are also occasionally seen. In their mildest 
form these consist of blood blisters, half an inch in 





diameter, which dry up in about three weeks. If the 
local process is more severe necrosis occurs, leaving a 
small eschar which heals in four to six weeks. These 
eschars were produced in eight cases in the first 500 
injections, and in three cases in the last 1000 
injections. The high incidence in the former group 
was due to the fact that in these the punctures were 
dressed with collodion only, whereas in the latter 
group the special precautions described were adopted. 
It is highly important, I think, that this type of 
complication should be guarded against by all possible 
means, for it provides an entry for sepsis with all its 
attendant dangers. In the present series, however, 
no septic complication has been seen. This necrosis 
sometimes occurs at sites remote from the injection, 
through a vein which is very thin-walled at that point. 
In such cases the dosage has been too high. Three 
cases showed rather more extensive thrombosis than 
was intended, in that this reached from the region of 
the knee to the mid-thigh, a distance of 8 inches. 
These all occurred in veins which possessed no obvious 
tributaries and in which, therefore, the effects of 
stagnation were likely to be marked. 

2. Salicylate.—The use of sodium salicylate solutions 
has in the present series been confined to cases which 
showed an idiosyncrasy towards quinine or in those 
associated with pregnancy. Salicylate invariably 
gives rise to considerable cramp-like pain during the 
actual injection, but the subsequent discomfort is 
usually less than with the quinine method. No local 
lesions have been observed, but the two solutions 
seem equally likely to produce these. Varicose veins 
rapidly develop a tolerance to sodium salicylate, and 
for this reason the doses and strength of the drug has 
to be increased as treatment proceeds. Occasionally 
this results in failure to achieve thrombosis even with 
large doses of the 40 per cent. solution. Quinine 
injections have never failed. 


RESULTS IN UNCOMPLICATED CASES. 


I will not attempt to present the results in statistical 
fashion, as this is extremely difficult. Only too often 
varicose veins are but a part of the clinical picture, 
which is obscured in no small degree by other 
associated conditions, of which the commonest are 
flat feet, hallux valgus, and the various forms of 
arthritis. On the whole, therefore, clinical impressions 
appear to be more reliable. Since injection treatment 
gives 100 per cent. cure in cases not associated with 
other pathological conditions, it can, I think, be justly 
inferred that, in so far as the veins are concerned, 
similar results are obtained in cases where the picture 
is complicated by the presence of other diseases. 

Even from a comparatively early stage of treatment 
patients begin to experience relief. Bandages and 
elastic stockings are abandoned, usually before 
injections are completed, although the final functional 
and cosmetic results are not seen until at least three 
months after all treatment has ceased. From the 
functional standpoint, patients in whom moderate 
activity was only possible with limbs swathed in 
mummy fashion can now work and play in comfort. 


From the cosmetic standpoint, limbs which once 
resembled Saxon gouty ballusters are restored to 
more conventional outlines. From both these 


standpoints, treatment appears to be equally successful 
in all the various types of veins. The small and early 
varix of the calf, the dilated and tortuous entire 
saphenous vein, and the advanced, diffuse, arborescent 
veins of the lower leg, all respond well. Injection 
methods are also applicable to the spidery varicules 
so often seen in women; these are often almost 
symptomless and in the present series they have only 
been treated when complicated by recurrent sub- 
cutaneous ruptures. Whichever type of case is 
considered, one of the most striking features of 
treatment is the remarkable recovery of tone and 
elasticity of the thinned and atrophic skin after 
obliteration of the veins. 

All cases should be kept 


at least a vear after 


under observation for 
treatment has finished. 
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In the present series no case has shown re-canalisation 
of a thrombosed vein when the varicosity was confined 
to a single main vessel where this could easily be 
recognised. In the type of case where the entire 
calf is an entangled mass of interlacing veins, prolonged 
observation is, however, especially necessary, for 
reactionary changes in the thrombosed veins often 
hide smaller veins which are still patent. Injection 
treatment offers no guarantee against the development 
of varicosities in other veins, but it does provide 
a simple means of dealing with these at an early 
stage should they arise. 


RESULTS IN ULCER CASES. 

If trauma or infection should be superimposed 
upon an inefficient skin circulation, a particularly 
chronic type of ulceration is bound to ensue. In 
general, persistence of ulceration on the surface of 
the body is due either to chronic infection or to 
circulatory conditions ‘so inadequate that repair 
processes cannot be carried on. The results of injection 
treatment show that the vascular instability is 
undoubtedly often responsible for the chronicity of 
the lesions, and that infection plays a secondary 
role. Varicose ulceration has in the past been cured 
by rest in bed, by the various forms of Unna’s bandag- 
ing, and by surgical treatment of the veins; it is 
now curable by injection methods. The common 
factor underlying all these measures is the relief 
of venous congestion, temporarily, by rest and bandag- 
ing and permanently by operation or injection. 

The present series of cases consist entirely of 
out-patients at St. Bartholomew’s Hospital, and 
the way in which such patients dress their ulcers 
at home inevitably leaves much to be desired. In 
all these cases treatment has been strictly ambulatory 
rest has not been enjoined and patients have been 
allowed to proceed with their usual occupations. 
The only local treatment to the ulcers has been 
the application on alternate days of the calamine 
lotion of the St. Bartholomew’s Hospital pharmaco- 
poeia, after washing the ulcer with boiled water. 
At each’ weekly visit to hospital the ulcer has been 
carefully cleaned with ether to remove all adherent 
debris, particularly at the edge. 

Before commencing injections it is best, in cases 
where the skin around the ulcer is in a very unhealthy 
state, to carry out this treatment for two or three 
weeks. Injections should never be made through 
the unhealthy skin which so often surrounds the 
ulcers. Coming into contact with the ulcer above 
will be found, in almost all cases, a large radicle 
of the internal saphenous vein. This vessel has been 
referred to as ‘‘ a stagnating, stinking sewer, inundat- 
ing an adjacent field and rendering it barren.” 
Palpation in these cases is a much surer guide than 
inspection, and it is to this key-vein that particular 
attention must be directed. 

The Table gives the results that have been obtained 
in ulcer cases. 

The total number of cases with complete thrombosis 
in one or both limbs is 29. In the thrombosed limbs 
63 ulcers were originally present, and of these 55, or 
87 per cent., have healed under injection treatment. 
In cases 10 and 112, ulceration had been in progress 
23 and 18 years respectively. The majority of the 
remainder show a marked diminution in size under 
treatment. 

From the point of view of injection therapy, 
ulcers fall into four categories. 1. Small ulcers up 
to 24 inches in diameter with edges which are well- 
defined, and showing only a moderate amount of 
disturbance in the surrounding skin. Periostitis, 
as shown by X ray, is either absent or very slight. 
These ulcers heal readily with injection treatment. 
2. Ulcers similar to the above, but showing induration 
and inflammation of the surrounding skin, and 
X ray evidence of marked local periostitis. These 
ulcers heal slowly with injection treatment. 3. Large, 
irregular, deeply excavated ulcers, with advanced 
fibrosis and induration of the adjacent tissues ; 
X rays show considerable diffuse periostitis. These 





ulcers show little or no improvement with injection 
treatment. It is in this group that operative measures 
and physical treatment will be required after 
thrombosis of the veins is complete. 4. Ulcers 
occurring in limbs which are the site of an old deep 
thrombosis. In this group injection treatment is 
strongly contraindicated. 


Varicose Ulcer Cases Treated by Injections. 
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* Right; t Left; M=months; R=recurrent; C-—=Completed 
thrombosis of varicose veins; I=Incomplete thrombosis of 
varicose veins ; A=abandoned ; H = healed. 


Prognosis is best based on skiagraphic findings. 
The more the underlying bone is involved the more 
slowly will healing occur. As a general rule very 
large ulcers are especially associated with deep 
thrombrosis, severe periostitis or syphilis, and these 
conditions should not be overlooked. 

The results in this series of cases show what can 
be expected of injection treatment combined with 
a minimum amount of local interference. Once 
veins are thrombosed, ulcers with but slight bone 
involvement should be treated as healing wounds, 
the dressing of which will always be a matter of 
individual preference. In the past, however, the 
variety of so-called specific applications in the treat- 
ment of varicose ulceration has been based more on 
the eternity of human hope than on sound patho- 
logical principles. 

HISTOLOGY. 

Into the problems connected with the physiology 
of blood clotting and thrombosis I do not propose 
to enter, but some consideration of the histology 
of the process is necessary in order to gain a correct 
impression of intravenous changes following injection 
treatment. Absolute integrity of the venous endo- 


thelium is essential if the fluidity of the circulating 
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blood is to be maintained. Any lesion of intima, 
be it chemical, physical, mechanical, or bacterial, 
will lead to a secondary thrombosis in the damaged 
area. All that injection does is to produce localised 
endothelial damage by means of drugs which act 
either by physical or chemical properties. The actual 
cure is brought about by physiological changes 
which occur as a result of this damage. Many observers 
have made histological studies of veins, both in 
man and in animals, at varying intervals after the 
introduction of sclerosing substances. Jentzer, 
using a solution of sodium salicylate with collargol, 
has demonstrated these changes, the latter drug 
being added to show the limits reached in the vein 
wall by the solution. Whereas the greatest change 
occurs in the intima, there are concomitant changes 
in the media and even in the adventitia. These 
experiments were carried out both in man and animals. 
This work has been confirmed by Benet and Verne 
using sodium salicylate solutions on rabbits. Wolff 
has carried out similar experiments on dogs, using 
corrosive sublimate, and Hanschell has observed the 
histological changes in man after quinine injections. 

Summarising the results of these workers, the 
process may be described as follows. The earliest 
change occurs in the endothelium and consists in a 
swelling of the cells; soon these begin to proliferate 
towards the lumen of the vessel, become more globular 
in shape and resemble primitive mesenchyme cells. 
On this very irregular surface blood platelets are 
deposited ; and around these there forms a_ very 
adherent thrombus composed of fibrin, red blood cells 
and afew white blood cells. On about the fourth day 
organisation of the thrombus commences by the 
invasion of the proliferated endothelial cells. Similarly, 
at a very early stage, hemorrhages occur in the media, 
the muscle cells lose their rounded appearance, and 
there is a round-cell infiltration. At about the end 
of a week the distinction between thrombus and vein 
wall is beginning to be lost, and the process of fibrosis 
continues slowly, till, at the end of about three 
months, the vein is represented by a thin fibrous cord. 
The gross specimens also show that from the earliest 
stages the thrombus is densely adherent to the vessel 
wall. It is undoubtedly to these histological changes 
that we must turn when we seek to explain the rarity 
of pulmonary embolus as a sequel of injection 
treatment. 


PULMONARY EMBOLI. 


A method of treatment which relies on the formation 
of an intravenous thrombus, during the development 
of which the patient is allowed to continue his normal 
activities, must supply an answer to the very pertinent 
question as to the risk of pulmonary embolus from 
the migration of the clot. That answer can, I think, 
be given. Taking major surgical operations as a 
whole, pulmonary embolus is responsible for one death 
in approximately every thousand cases. Most writers 
are agreed that this risk is considerably increased in 
operations on varicose veins, but very few large series 
have been published to demonstrate this. In two 
groups of cases quoted by Goerlich and Jeannel 
respectively, of 1591 operations on varicose veins, 
five deaths from pulmonary embolus were recorded, 
giving an incidence of about 1 in 300. In discussing 
the risks of injection treatment these figures should 
be borne in mind. In a recent paper McPheeters and 
Rice have analysed the fatalities following injection 
treatment. A total of 53,000 treated cases has been 
recorded in the literature, with only ten fatalities 
Of these, seven were directly attributed to the 
injection. The causes of death were: three from 
non-infected pulmonary embolus, one from pulmonary 
embolus associated with thrombophlebitis, and one 
each from septicemia, mercury poisoning, and 
thrombophlebitis. There were three other deaths from 
pulmonary embolus, but these occurred in patients 
who had some other condition which might equally 
well have accounted for the embolus. Taking the 
total fatalities from all causes, including sepsis, this 


gives an incidence of 1 in 5300 cases. Linser quotes 





6000 cases, Nob] 2960 cases, and Sicard and Gaugier 
‘“many thousand cases,” all without fatality. 

These figures speak for themselves. They show at 
least that, as far as practical results go, the risk to 
life of injection treatment is very much less than the 
risks associated with operative measures. <All forms 
of intravenous therapy have their inherent risks, and 
to this rule the injection treatment of varicose veins 
is not an exception, but in practice these risks have 
been shown to be slight. 


CONTRA-INDICATIONS. 

The contraindications may be summarised thus :— 

1. Deep thrombosis.—In cases in which thrombosis 
of the deep veins of the limb has been followed by a 
compensatory dilatation of the superficial ones, 
injections should not be given, for any interference 
with the latter veins will certainly further impede a 
circulation which is already doing its best to carry on. 
In practice the commonest condition of this type is 
phlegmasia alba dolens, and a rule should be made 
that in patients with a definite hist ory of this condition 
varicose veins should never be injected, no matter 
how far the limb has recovered from its previous 
cedematous state. In this group typhoid thrombosis 
will also provide a smal] number of cases. 

2. Acute phlebitis.—Veins should never be injected 
in patients with acute phlebitis, and in practice no 
cases of this type have been treated until an interval 
of at least six months has elapsed since the attack 
has subsided. Acute phlebitis is in many cases 
probably a low-grade infection, and to stimulate 
further thrombus formation at this time is an 
invitation to septic complications. Disregard of this 
rule has been responsible for some of the reported 


cases of septic thrombophlebitis with embolus 
formation. 
3. Intra-abdominal tumours.—In all cases the 


primary condition must be treated before considering 
treatment of the veins. 

{. Cardiovascular disease.— There does not appear 
to be any real objection to treating these cases 
provided compensation is adequate. The present 
series includes two cases of mitral stenosis treated 
successfully. 

5. Skin disease.—The presence of some active skin 
disease will in a few cases contraindicate injections. 

6. Preqnancy.—As a general rule injection treat- 
ment should not be given during pregnancy. After 
this is over the veins usually show marked improvement 
and the injections should then be given. In patients 
in whom veins are giving rise to severe discomfort 
during pregnancy treatment is, however, justified. 
The quinine method must, of course, not be employed, 
but good results can be obtained with 


salicylate 
solutions. 


CONCLUSIONS, 

Injection treatment is a much safer procedure than 
operation ; the method is one which is applicable to 
a much wider group of cases; the technique is simple, 
but perhaps this very simplicity is an invitation to 
abuses; the treatment is ambulatory, and the results 
good both from the functional and from the cosmetic 
standpoints; the method is of great prophylactic 
value against varicose ulceration, and even when this 
is present healing can be promoted in the majority of 
cases. It istoo early to be dogmatic about recurrences 
but, if they should occur, injection provides a ready 
means of dealing with them. For these reasons | 
submit that injection therapy represents a distinct 
advance on operative methods in the treatment of 
varicose veins and varicose ulcers. 

In conclusion I will quote the words of our President 
in connexion with this subject: ‘‘ In surgery the 
search is always for simplicity. Complicated and 
cumbersome methods which are inherently dangerous 
give way by degrees to simpler and safer procedures. 
In surgery, as in the other arts, the easy way is often 
the outcome of long experience and of trial and error.” 








318 Deh. BF. Ve 


THE LANCET, ] 


PULVERTAFT : STREPTOCOCCAL TOXINS AND HAZMOLYSINS, 


[AUGUST 17, 1929 








AN EXAMINATION OF THE PATHOLOGICAL 
EFFECTS OF 
STREPTOCOCCAL TOXIN 
H.XMOLYSIN ON RABBITS, 


WITH SPECIAL REFERENCE TO THE ZXTIOLOGY OF 
PURPURA FULMINANS. 


By R. J. V. PULVERTAFT, M.B. Cama., 
M.R.O.P. LOND., 


PATHOLOGIST TO THE MEDICAL AND SURGICAL UNITS, 8T. THOMAS'S 
HOSPITAL. 


AND 


DURING the past three years I have had occasion 
to observe in some 250 rabbits the effects of adminis- 
tering streptococcal toxins and hemolysins intra- 
venously in fatal and sublethal doses. In the 
following paper an account of the clinical signs and 
pathological changes is offered. 

The extensive literature on streptococcal toxins 
is concerned chiefly with the effect of intradermal 
injection into man. Effects ascribed to its action on 
other tissues, either in man or in animals, are often 
complicated by the fact that either living organisms 
or hemolysin were also present or both. Such effects 
as nephritis or arthritis by toxic absorption in man are 
at present merely hypothetical. 


Observations of Previous Workers. 

It is necessary to read far back into the literature 
to find records of pure toxic effects on animals. The 
most interesting paper, which unfortunately I did not 
find until this work was concluded, is that of 
Laitinen,! who in 1896 precipitated cultures of a 
streptococcus with ammonium sulphate or amyl 
alcohol, or both, and injected the redissolved product 
into rabbits. He described hemorrhages in pleura, 
pericardium, kidneys, peritoneum, and diaphragm, 
but published no histological details. He produced 
paralysis by direct injection into nerves, and claimed 
to be the first to have concentrated the toxin. 


Roger, in 1892,? precipitated the toxin with alcohol, and 
found gross diarrhcea, convulsions, and death within four days 
in rabbits. He was able to immunise rabbits, but only with 
heated toxin. Many other authors, at or about this period, 
succedeed in killing rabbits with toxin. Their methods 
are sometimes subject to criticism—as, for instance, where 
three-months’ old cultures in richly albuminous fluids were 
used. Perhaps the fact that these early workers did not 
have available protective antisera has distracted attention 
from their work. More recently, Stoddard and Woods* and 
Duval and Hibbard‘ have studied the nephritis produced in 
rabbits by the toxin. Parish and Okeli* have used uncon- 
centrated toxin, and protected rabbits against death with 
antitoxin. 

Duval and Hibbard produced a glomerulo-nephritis in 
rabbits by a special technique. They first immunised 
rabbits with scarlet fever strains other than that of Dochez ; 
later they injected living streptococci of the same strains 
into the peritoneum. The rabbits were killed after some 
hours’ delay, and the peritoneal exudate, devoid of organisms, 
killed other rabbits on intravenous injection of 6 c.cm. 
Apart from the nephritis, no lesions were found, and the 
markedly glomerular nature of the lesions is not in conformity 
with my findings. 

These authors failed to kill rabbits with living organisms 
of the types used. This is not in conformity with the work 
of Okell and Parish, frequently confirmed by me, on the 
ease, amounting to certainty, with which rabbits can be so 
killed, using the Dochez strain. They also failed to kill 
them with large doses of filtrates of cultures grown for 
14 days. I have frequently found doses of from 2-6 c.cm. 
to 5 c.cem. fatal when 72-hour cultures of ‘‘ Dochez ’’ were 
used. But when strains of streptococcus, media, duration 
of culture, and breed of rabbits all vary, comparison is 
difficult. Apparently the injections were not controlled by 
antitoxin, and the effects were not necessarily due to the 
toxin as ordinarily understood. 

This paper is important, as the authors base on their 
results the theory that the toxin is an ‘‘ endotoxin,’’ due 
to autolysis, or lysis by the immune rabbit, of streptococci. 
The evidence for this is at present inadequate. I have 
frequently found that filtrates of cultures do not kill in doses 
of 2:5 c.cm., but when concentrated to one-tenth the volume 
solutions have killed in doses of 0:1 or 0:25 c.cm. This 
may be due to extraction by alcohol of some toxin from the 








organism, which is then 
alcohol. 

Gray,* in a valuable and well-documented paper, produced 
nephritis in rabbits and in rats by using large doses of 
scarlet fever streptococcal filtrates. He found the changes 
to be chiefly glomerular ; one of his published photographs 
is almost identical with Fig. 7. He stressed the absence of 
interstitial change or round-cell infiltration, and also the 
impossibility of giving chronic lesions. 

Hartley’ has precipitated toxin with acetic acid after 
dialysis. According to Besson,* Bonome and Bombicci also 
used acetic acid, after treatment of cultures with sodium 
hydroxide ; I have been unable to contirm the reference 
which, however, has been widely quoted on Besson’s 
authority. Hartley used this concentrated toxin to estimate 
the strength of antitoxic sera. Simultaneously, I published® 
a method of concentrating the toxin by ice-cold absolute 
alcohol; this toxin was also used to estimate the strength 
of antitoxic sera. 


Thus for over 30 years it has been known that 
lethal effects can be produced on rabbits by concen- 
trated streptococcal toxins; and my method at 
least is not new. It is, moreover, well known in the 
concentration of other toxins. 


precipitated by the absolute 


The Present Investigation. 

The experiments summarised above are in some 
cases open to criticism. Where large volumes, up 
to 30 c.cm. of fluid are injected, the possibility of 
non-specific results arises. Where antitoxin controls 
are not used there is no proof of toxic action. Where 
early cultures are used, or cultures in serum broth, 
the action of hemolysin is not excluded. 

In the experiments I am about to record the volume 
injected rarely exceeded 2 c.cm. Controls were 
invariably used; a standard control was 1:0 c.cm. 
of intravenous antitoxic serum, administered just 
before injection. No control ever died. Hemolysin 
was always absent—a point which is elaborated below. 
In order to avoid elaborate protocols it may be stated 
that no statement is made which was not confirmed 
on at least four rabbits, that in most a considerably 
larger number was used, and that over 150 rabbits 
were killed by intravenous injection. 

The technique used may be given in full. 


The medium used has been 2 per cent. peptone beef broth, 
rought to a pH of 7-6 before sterilisation (about pH 7:4 
fter sterilisation). The streptococcus (the scarlet fever 
strain ‘‘ Dochez’’) is grown on a simple agar slope for 
24 hours, and the whole slope culture, washed off with 
saline, is inoculated into 500 c.cm. of the medium in a litre 
flask. After 72 hours, 20 c.cm. are taken, cooled in a 
refrigerator, and then precipitated in 100 c.cm. ice-cold 
absolute ethyl alcohol. It is left standing for 12 hours 
at 0° C. Most of the precipitate adheres to the sides of the 
flask. The supernatant fluid is centrifugalised, and the 
whole deposit in 2 c.cm. of normal saline, with 0-25 per cent. 
phenol, is dissolved at 37° for 45 minutes, and frequently 
shaken. It is then filtered through a Seitz filter, and diluted 
lin 20,000, 1 in 50,000, and 1 in 100,000. 0-2 c.cm. of 
these dilutions is then injected intradermally into a Dick- 
positive person (R. J. V. P.). If a strongly positive reaction 
does not take place at 1 in 50,000, the culture is discarded ; 
such preparations have been found useless on animals. 
If a good reaction is produced, the bulk of the culture is 
precipitated similarly, but redissolved in saline without 
phenol. 

Many batches of toxin fail to yield a sufficiently high titre. 
While the richness of the growth is no guide to the titre of 
the toxin, I find that too alkaline or acid a reaction is 
unsuitable for toxin production. It is essential to use a 
human skin injection as a test of any batch of toxin, otherwise 
many animals may be wasted. The toxin can be dried 
in vacuo over sulphuric acid, and then preserves its full 
potency for at least six weeks. 

In the course of these experiments, it was found that 
three successive batches of toxin prepared as above failed 
to give any skin reaction on the Dick-positive subject, and 
failed to produce any symptoms in rabbits. On plating out 
the culture on to blood agar, it was found that the organism 
was now of a-hemolytic and viridanstype. It has preserved 
these characteristics on subculture. The obvious criticisms, 
that the strain had got mixed, or that the strain was originally 
mixed, cannot be refuted. But the recent work of Grinnell’® 
indicates that, when single-cell strains of scarlet fever 
streptococci are used, mutation from f- to a-hemolysis is 
found, and that this change is associated with diminished 
virulence to mice. Reference to this change is also made by 
Todd'! and Frobisher and Denny.'? The change in my 
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strain occurred when the stock organism had been allowed 
to grow eight days without subculture. A fresh strain from 
the Lister Institute was found to give good toxin, and to 
be of £-hemolytic type. 

Since the publication of my paper,’ I have_hadto amplify 
and correct it in certain respects. In the first place, I 
formerly stated that 3-day cultures were the best for toxin 
production. Further experiments show that, while 24-hour 
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Gastric hemorrhages ; death in 48 hours following intravenous 
injection of 0°25 c.cm. of toxin. 


cultures contain no rabbit-killing toxin, 72-hour and 14-day 
cultures contain apparently equal amounts, if the same 
batch of medium and the same innoculum is_ used 
throughout. Furthermore, I have found the titre of toxin, 
both when estimated by skin tests and by rabbit-killing 
effect, to vary enormously in different batches of media, 
grown under apparently identical conditions. 

I have throughout used male chinchilla rabbits, of two 
pounds weight. On intravenous injection I find so small a 
dose as 0-1 c.cm. to be occasionally fatal. A dose of 0-5 c.cm. 
is, however, the most probable minimal lethal dose, and in 
fact I use 1 or 2 c.cm. when the object aimed at is the death 
of the animal—e.g., when it is required to study the same 
toxin by intraperitoneal injection. This preparation 
contains no hemolysin, which is not precipitated by absolute 
alcohol ; neither the addition of fresh serum to the 
redissolved precipitate nor its oxidation or reduction 
renders it hemolytic. The precipitate has been redissolved 
at 37° C. and at room temperature, but remains non- 
hemolytic. It has been put up at pH ranges from 8 to 6 
without showing power of hemolysis. I underline this point, 
as, in using simple filtrates of streptococci, hemolysin will 
be injected in many cases as well as toxin, though frequently 
it will not pass through a filter. And whatever may be the 
case with other organisms, streptococcal toxin and hemolysin 
are quite different substances, with quite separate actions 
on the rabbit’s tissues. 

In studying hemolysin, 6-hour serum broth cultures of 
the same organism were centrifugalised and the clear 
supernatant fluid was examined for hemolysin. Hemolysis 
at a dilution of 1 in 80, using 0-5 per cent. sheeps’ cells, was 
accepted as a sufficient strength. The animals used had all 
been immunised by several small doses of toxin. Thus the 
effects of hamolysin were studied, without the complication 
of toxic effects. 


Clinical Effects of Streptococcal Toxin, 

1. On Intravenous Injection.—The animal remains 
well for an hour after injection. It then becomes 
restless and stops eating. Diarrhoea sets in after the 
second hour and remains a marked symptom till 
death. Breathing becomes laboured and noisy; the 
eves are closed and water profusely at times. Death 
occurs, as a rule, after a lapse of between 6 and 24 
hours. Animals dying early often die in convulsions ; 
those dying late have shown paralysis of limbs, intense 
conjunctivitis, great wasting, and continued diarrhea, 
No death has occurred after a lapse of five days. No 





animal eats between the time of the onset of symptoms 
and death; if an animal begins eating it survives. 

Between breeds of rabbits there is a great variability 
of sensibility to toxin, and in any one breed there is 
a definite individual variability to the toxin precipi- 
tated by absolute alcohol. If small doses of toxin are 
administered at 48-hour intervals it is possible to kill 
rabbits by a cumulative effect. If a rabbit recovers 
from one dose of toxin and is subsequently given 
another after a lapse of seven days, a very high degree 
of immunity has been acquired. As much as 15 c.cm., 
has been given to an immune rabbit without causing 
symptoms of any sort, though the same toxin was 
lethal to other rabbits at a dose of 0-5 c.cm. I have 
never succeeded in producing fresh symptoms in a 
rabbit which has been allowed to recover from one 
injection for seven days. Such rabbits have been 
used for the hemolysin experiments described below. 

2. On Intramuscular Injection.—Small doses produce 
no effect. Ten times the dose necessary to kill by 
intravenous injection are required to produce symp- 
toms by intramuscular injection. The symptoms are 
then similar to those found on intravenous injection, 
but up to the present no animals have died. 

3. On Administration by Stomach-tube.—Of six 
rabbits given, by this route, from 10 to 100 times the 
dose fatal to other rabbits by intravenous injection, 
five showed no signs, and one was very ill immediately 
after administration and died in a few No 
post-mortem changes were noted, and was 
attributed to damage in manipulation.* 

4. On Intradermal and subcutaneous injection of 
small doses no signs follow. 

5. Intraperitoneal injection is fatal, 
large doses. 





hours. 
death 


but requires 
The changes are identical with those 


Fic. 2. 

















Pyloric end of stomach ;: 
24 hours following 
toxin. ({ 100.) 


epithelial necrosis : 
intravenous 


ulcer; death in 
injection of 1 c.cm. of 


following intravenous injection, but the peritoneum is 
very much more congested. 

6. Administration directly into 
intestine has not yet been studied ; 
this point are now in progress. 


large or small 
experiments on 


Blood Changes. 

On intravenous injection there is great leucocytosis, 
but as this also occurs when antitoxic serum is given 
as a control it cannot be called specific. Four hours 
after intramuscular injection a marked polymorpho- 
nuclear leucocytosis is found, which is absent in 
immune rabbits. A count of 4000 cells, with 80 per 
cent. lymphocytes, has been converted into a count of 


* Dietrich'* has found tetanus toxin innocuous to mice when 
administered by mouth, save when bile is added. 





320 THE LANCET, ] 


DR. R. J. V. PULVERTAFT : STREPTOCOCCAL TOXINS AND HZ MOLYSINS. 


[auGcustT 17, 1929 








25,000, with 75 per cent. polymorphs. This is in 
conformity with the results obtained by Holmes !* 
and Ledingham '* with diphtheria toxin. Blood-urea 
has not been found to rise; in fact there is usually a 
slight fall. 

Post-mortem Changes. 

1. On intramuscular injection, the animal being 
killed 24—48 hours later. No local changes, apart from 
needle trauma, are found in the muscles. Renal 
changes, slight in degree, but similar in nature to 
those described below, are found. No other changes 
were noted. 

2. On Intravenous Injection.—In female rabbits 
the intense congestion of mammary vessels, first found 
by Hartley (loc. cit.) in hisexperiments on concentrated 
streptococcal toxin, has since been noted by me. The 
whole peritoneum is congested, especially that of the 
uteri. Subserous hemorrhage has sometimes been 
noted, especially in the colon and cecum. The 
bladder is usually full of urine, which does not contain 
blood, but does contain epithelial casts. The liver is 
normal; the spleen is of normal size, but is frequently 
very soft. The suprarenal glands are normal. The 
whole colon and cecum are full of liquid feces and of 
flatus. There is no macroscopic blood. The small 
intestine is normal, save that the Peyer’s patches 
appear congested. 

The stomach, in about 75 per cent. of the cases, 
shows hemorrhagic lesions, widely distributed over 
the greater curvature, especially at the cardiac end. 
These are raised blebs, covered with epithelium, and 
staining the food in contact with them. Sometimes 
large confluent hemorrhagic erosions are found In 
the pylorus depressed serpiginous lesions, which are 
shallow acute ulcers, are rarely found. The presence 
of these gastric lesions is independent of dosage, but 
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Greater curvature of stomach; rabbit killed seven days after 
injection of 0-5 c.cm. of toxin intravenously ; severe illness ; 
recovery. Section through white patch. ( x 180.) 


appears to be related to the duration of symptoms ; 
those animals dying late show them most markedly. 
Perforation of ulcers was never found. Animals 
recovering after acute symptoms, or saved by the later 
injection of antitoxin, never showed hemorrhagic 
lesions, but did show white patches of similar distribu- 
tion and contour. Administration of toxin by stomach- 
tube fails to produce these lesions; it must be 
remembered that the rabbit’s stomach is never empty, 
even after a week’s starvation, and that the gastric 





ferments might well destroy toxin. The administra- 
tion of sodium bicarbonate by stomach-tube before 
intravenous injection of toxin does not prevent these 
lesions. 

The kidneys are of deep plum colour, especially in 
the medulla and cortico-medullary junction. The 
right kidney is invariably more affected than the left. 
The lungs sometimes show hemorrhagic consolidation 














Cardiac end of stomach; section through hemorrhagic area ; 
death in ten hours following intravenous injection of 2 c.cm. 
of toxin. (x 100.) 


of small areas at the bases ; there is no general exudate. 
The heart on one occasion showed endothelial hamor- 
rhages of the muscule papillares. The brain and 
spinal cord showed no lesions even in animals dying 
of convulsions. The joints showed no changes, either 
in animals dying after one dose or killed after repeated 
doses. 
Microscopical Examination. 

1. Kidneys.—The glomeruli are engorged with blood, 
and have an exudate between Bowman’s capsule and 
the glomerular tuft. There is marked vacuolation of 
the endothelium of the glomerular tuft. Else- 
where there is intense engorgement, which is 
most marked in the medulla between the collec- 
ting tubules. The epithelium is very greatly 
affected. As a rule the convoluted tubules show 
the greatest change; there are marked degenerative 
changes, the nuclei do not stain, and the cell walls 
are broken down. In cases where death has been 
caused by repeated small doses at intervals of four 
days there are areas of complete necrosis in the 
convoluted tubules. The collecting tubules show 
casts and a serous exudate; as a rule they preserve 
their staining properties very well, and the epithelial 
casts found in them are apparently derived from the 
convoluted tubules. On several occasions, however, 
the collecting tubules have shared in the widespread 
epithelial necrosis, and the epithelium is found to have 
desquamated. Epithelial casts are found in the urine 
taken after death from the bladder. I have not found 
any indications pointing with certainty to interstitial 
infiltration with leucocytes or interstitial fibrosis ; 
but nearly all my rabbits have died within seven days 
of injection. 

2. Stomach.—Lesions are confined to mucosa. 
There is necrosis of the epithelial cells only ; the fibrous 
trabecule are unaffected. The depressed pyloric 
lesions and the raised cardiac lesions differ only in 
the presence of hemorrhage in the latter. Such 
hemorrhage is either a slight capillary leak or a large 
clot lifting the overlying epithelium, but confined to 
the mucosa. The margin of the lesions is sharply 
defined. Large Gram-positive bacilli were pointed out 
to me by Prof. Dudgeon in these lesions. The white 
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patches in the mucosa previously referred to in a 
rabbit ill for seven days are seen to be due to a super- 
ficial necrosis of the epithelium without hemorrphage. 


Experiments on Other Animals. 
1. Man.—Reference has been made to the work of 
Hartley, whose advice at certain stages of my experi- 
ments I gratefully acknowledge. He finds, by his 
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Kidney; collecting tubules. Normal epithelium; casts in 
lumen of tubules. Death in six hours following intravenous 
injection of 2 c.cm, of toxin. (x 180.) ° 


method, that the skin-test substance is concentrated 
to the same extent as the rabbit-killing substance, and 
argues that they are probably identical. O’Brien ** 
confirms these statements, and suggests that the 
method will prove of great value in the estimation of 
antitoxin. On imitating Hartley’s method on the 
toxin precipitated by alcohol I find the same results, 
with the proviso that the end-point both of skin-test 
and of rabbit-killing substance, owing to individual 
variation of susceptibility, is difficult to determine. 
In one Dick-positive person a hot bath was found to 
convert a negative to a positive skin-test. Very 
elaborate experiments would be necessary to determine 
identity, on which doubt has been thrown by Dochez,'? 
Sacquepée,!® Ciuca, Balteanu and Toma,'® and 
Cooke,?° among others. In solution the rabbit-killing 
substance appears to deteriorate with time, and on 
heating ; this fact might be correlated advantageously 
with skin-test changes. Two forms of precipitate are 
found in the solution, when kept: (1) a crystalline 
deposit, which appears to be phosphatic; (2) an 
insoluble amorphous precipitate. Injection of both 
into animals is innocuous, and deterioration of toxin 
is not necessarily due to their appearance. 

Dudgeon and Hope-Simpson* found that Staphylococcus 
aureus precipitin antigens, when put up against homologous 
antisera, gave precipitins of two types, one of which was 
granular and crystalline, and the other flocculent and 
amorphous. It is possible that failure to obtain specific 
results in the precipitin experiments alluded to below was 
due to the spontaneous appearance in this preparation of a 
precipitate, which normally only occurred on admixture of 
specific antisera. 

I find, using strains of streptococci isolated by me 
from human infections, that the fact that a strain 
will yield a skin-test filtrate does not imply that, when 
concentrated by alcohol, symptoms can be produced 
in a rabbit. But this may merely be a matter of the 
amount of toxin produced. Apart from the skin-test 
proper, experiments have been performed : (1) By 
dropping toxin on to the skin of the arm without 
breaking the surface, which has no effect. (2) By 





dropping the toxin into the conjunctival sac. This 
was three times performed, unintentionally, on a 
Dick-positive person. It is followed within an hour 
by intense conjunctivitis, blurred vision, and malaise, 
lasting for 48 hours. (3) Toxin on the human tongue 
produces a slight burning sensation. 

2. Guinea-pigs were repeatedly given up to 100 times 
the dose fatal to an individual rabbit, both intra- 
venously and intramuscularly. No clinical signs 
followed, and when killed no changes were found. 

3. Mice can be killed by toxin, but they are immune, 
relatively to the rabbit, and require large doses, which 
give irregular results. 

4. Cat.—Two cats were injected intravenously 
with 4 c.cm. of a toxin lethal to rabbits in a dose of 
O'S c.em.; one was given in addition 1 c.cm. of 
antitoxin and remained well, showing no _ lesions 
when killed. The other, when killed after four days 
severe illness, showed the renal lesions illustrated in 
Fig. 8. 

5. Dog.—No effect save vomiting followed the 
intravenous injection of 14 c.cm. of the same toxin 
as was used for the cat, and when killed there were 
no lesions. 

Precipitin Experiments. 

Reference may be made to an attempt to estimate anti- 
toxin by precipitin tests. The concentrated toxin gives a 
precipitate on dilute antitoxin, and dilute toxin on 
concentrated antitoxin. This is non-specific, and is also 
given by antisera to tetanus and diphtheria, and by normal 
horse serum, both when no antiseptic is added and when 
0-1 per cent. formalin or 0-25 per cent. phenol is added 
(see Eagles**). 

Discussion. 

Too much importance should not be attributed to 
negative findings in this series. Since death occurs 
in a space of a few hours in most cases, it outpaces 
all save the most fulminating human infections. 
These experiments bear no comparison with what 
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Kidney; collecting tubules; normal epithelium; exudate in 
lumen, Death in 24 hours following intravenous injection 
ts Of 1 c.cm. of toxin. 


might occur when toxin is made and absorbed from 
a relatively small acute or chronic focus. In order to 
imitate that the method most likely to be attended with 
success would be to give intramuscular injections at 
short intervals, as by this route the toxin makes the 
animal ill, and keeps it ill for several days, but does 
not kill it. Such experiments are now being carried 
out. 

Therefore, although only one case showed cardiac 
lesions none showed evidence of arthritic or chronic 
renal changes, none showed evidence ofiritis, and very 
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few involvement of the central nervous system ; these 
experiments as yet have no bearing on the question 
of chronic focal lesions and their metastatic result. 
Similarly, the experiments indicate that streptococcal 
toxin, if swallowed, is innocuous; they do not 
indicate what might happen if manufactured in other 
parts of the gut. 

The positive results may be considered in order :— 

Renal Lesions.—These are not typical of scarlatinal 
nephritis. There is no interstitial change, even in 
animals surviving after severe symptoms. Glomeruli 
are relatively little affected. In fact, the greatest 
change is the intense engorgement of vessels, even to 
the extent of widespread hemorrhage. While much 
of the parenchymatous degeneration may be secondary 
to this there is evidence that the proximal portions of 
the tubular system are specifically injured. The 
absence of a rise in blood-urea is probably to be 
neglected, in view of the early deaths. It is surprising 
that blood is absent from the urine. 

The literature on nephritis due to experimental 
injection of bacterial toxins has been collected by 
MacNider,** and the specific effect on the convoluted 
tubules is shown to be common to many different 
toxins. 

Gastric Lesions.—Perhaps none of the conditions in 
which clinical inspiration has postulated focal sepsis 
as causa causans has been more stressed than gastric 
ulcer. It is a uniform practice to remove faulty 
teeth in this condition. Apical cultures give conveni- 
ently positive streptococcal findings, and I have yet 
to meet with a sterile root, using whatever vaunted 
technique. But, save in acute abscesses, the strepto- 
coccus found is non-hemolytic, and in a few cases 
investigated by me has failed to yield rabbit-killing 
toxin. 

Bolton collects a long series of acute streptococcal 
infection associated with acute gastric ulcer. These 
include puerperal sepsis, scarlet fever, the suppurative 
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Kidney ; glomeruli and convoluted tubules ; exudate in capsule, 
and degeneration of convoluted tubules. Death in 24 hours 
following intravenous injection of 2 c.cm. of toxin. ( 100.) 


stage of small-pox, and erysipelas; and many other 
conditions are mentioned in which, though the organism 
is not noted, it is probable that the streptococcus was 
present. But most authorities agree that such a 
complication is altogether exceptional. I have only 
met personally one possible case, where hamatemesis 
with gastric erosion complicated cerebral abscess of 
streptococcal origin. _Hamatemesis, as opposed to 
frank gastric ulcer, is, however, related in another 
way to streptococcal infection, and this will be 
considered below in connexion with purpura. 





Reference must nevertheless be made to the work 
of several authors on the relationship between chronic 
focal sepsis and chronic gastric ulcer. There is an 
hypothesis that streptococci localised in certain 
arbitrary situations may thence be transported in the 
blood stream, and by ingrained affinity settle down 
exclusively in new localities. This is particularly the 
view of Rosenow,** and the point must be stressed 
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Kidney ; 
Death 


cortex ; 
three 
unconcentrated toxin, free from hremolysin.  ( 


complete necrosis of convoluted tubules. 
weeks after the first of three injections of 
100.) 


that gastric ulcer, on this view, is a septic#mic 
phenomenon, essentially involving localisation of living 
organisms. New evidence on this point has been 
produced by Haden ?* and by Nickel and Hufford.?* 
These authors, by intravenous injection of living 
streptococci isolated from human cases of “ focal 
sepsis,” produced a high percentage of gastric 
hemorrhages and ulcers. The photomicrographs 
appear to me to resemble the lesions produced by the 
toxin alone. 

Thus elective localisation seems to be unnecessary 
as an hypothesis for the production of such lesions. 
It is true that streptococci were present in the lesions 


produced by the above authors. Prof. Dudgeon 
pointed out to me large Gram-positive bacilli 
in the ulcer shown in Fig. 2. I am unable to 


identify it; B. subtilis has been consistently grown 
from ulcer surfaces in these cases. However, 
if gastric lesions are produced by the toxin, circu- 
lating organisms might then settle there as a 
secondary event, whether they be streptococci or 
other organisms. 

It is highly questionable how far the rabbit may 
legitimately be used as an experimental animal for 
gastric ulcer investigations. There are nearly fifty 
ways known of giving a rabbit gastric lesions of 
hemorrhagic type, and Aschoff?’ states that it suffers 
from them spontaneously. 

While, then, the direct relationship between 
streptococcal toxin and gastric ulcer is questionable, 
this series goes to show that elective localisation is 
not essential to ulcer formation. Finally, chronic or 
perforating lesions were not produced. 


Purpura Fulminans. 

In the ultimate analysis, a percentage of human 
cases of severe and fatal purpura appears to be due 
to endothelial trauma. An excellent discussion of 
these cases is given by Frank?*; the following case, 
investigated by me, and under the care of Prof. 
MacLean, may serve as typical. 
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A girl, aged 8, was admitted to St. Thomas's Hospital 
with widespread purpura, hematemesis, melena, hematuria 
and epistaxis, and high temperature. Bleeding time, 
coagulation time, blood count and differential count, and 
platelet count were normal. There was great abdominal 
pain and tenderness, 

No diagnosis was at first offered. A small abrasion was 
then noticed on the right thumb ; it was of a week’s standing. 
From it a hemolytic streptococcus was isolated; within 
24 hours a culturally similar organism wa- isolated from a 
superficial abscess over the left olecranon process (? acute 
bursitis). Blood culture was not performed. Large 
volumes of scarlet fever antitoxic serum (Burroughs, 
Wellcome and Co.) were administered intravenously and 
intramuscularly, as much as 50 c.cm. per day being given. 
All the symptoms rapidly improved, and eventually 
hematuria alone remained. Intermittent crops of purpura 
were controlled by serum. The child was discharged 
suffering from albuminuria, which has since disappeared. 


A second somewhat similar case has been brought to 
my notice by Prof. Dudgeon, and for the following 
notes I am indebted to Dr. J. W. Hope-Simpson. 

A female child, aged 1 year 7 months, was admitted with 
history of six weeks’ cough and dyspnea. An operation 
was performed for empyema and a pneumococcus found. 
Three months later she was readmitted, and on aspirating 
the chest a hemolytic streptococcus was found. Fourteen 
days later a very large ecchymosis about 3in. by 2in. appeared 
on the left calf, and later on similar patches developed on 
both elbows, both feet, both wrists, the backs of the hands. 
and both knees. The patches were firm, slightly raised, and 
plum-coloured. Further patches appeared in different 


places until death, which took place one month after 
readmission. 


Post-mortem Examination.—Hemolytic streptococci were 
grown from the heart blood. 0-5 c.cm. of agar slope 
emulsion was injected into the muscles of a rabbit, but 
without effect. There were numerous bright hamorrhages 
on the omentum and visceral peritoneum, but no general 
peritonitis. The spleen was normal in size, and a film 
showed streptococci. There were h#morrhages in the 
substance of the suprarenal glands and all around them. 
There were hemorrhagic spots under the pleura. The blood 
in the heart had not clotted. 

The above cases are admittedly rarities, but many 
similar ones have been reported and are referred to 
in the paper by Frank (loc. cit.). In all specific fevers 
purpuric forms are known. In the case of the 
meningococcus and pneumococcus an _ intercellular 
hemolysin is found, which may be responsible for 
the purpura ; it has been shown that the intracellular 
pneumococcal hemolysin can cause non-fatal purpura 
in mice, 

But the influence of streptococcal toxin may 
sometimes be the main factor. Ikeda?® has shown 
that in purpuric small-pox direct blood-films show 
streptococci during life and that post mortem there 
are submucous hemorrhages throughout the gut. 
He attributes the purpura to the streptococcus. In 
scarlet fever, the purpuric form is a well-known 
entity, known to the Germans as Zweite Kranksein, 
and Frank defines scarlatinal nephritis as renal 
purpura. The association of burns, on the one hand 
with sepsis, and on the other hand with ulceration 
of the intestinal tract, is perhaps suggestive in view 
of the gastric lesions in rabbits. The acute oral 
sepsis of blood diseases in their terminal stages is 
associated with purpura, and the bacterial infection 
may perhaps, in addition to the platelet deficiency, 
be a cause of the purpura by absorption of toxin. 

The rabbit does not appear to get cutaneous 
hemorrhages. I have occasionally noted blue marks 
in the skin, but these appear to be due to the normal 
pigment of the chinchilla rabbit. On the other hand, 
the intense mammary hemorrhages noted by Hartley 
occur in organs developmentally of cutaneous origin 
and fall under this category. Elsewhere, all the 
lesions found may be explained on the basis of 
specific endothelial damage. The analogy between the 
deaths in this series of rabbits and purpura fulminans 
in the second week of scarlet fever appears to me 
complete. In the rabbits in which estimation of 
platelets was made there was, in fact, no diminution. 
But opinion is divided on the diminution of platelets 
in human purpura fulminans, and in the case recorded 
by me it was not present. 














The suggestion arises from these experiments that, 
wherever purpura is associated, directly or indirectly, 
with acute streptococcal infection, it is due to the 
toxin of the streptococcus. In such cases, the use 
of antitoxic serum is indicated. It is necessary to 
specify antitoxic sera, since bactericidal sera are still 
obtainable and are devoid of antitoxic properties. 


Hamolysin. 

The fact that, up to the present, analysis has failed 
to define ‘‘ toxins’’ or ‘‘ heamolysins’’ in terms of 
chemical structure necessarily tends to much confusion 
of thought and of nomenclature. 

The phenomena associated with their presence may 
be due to the formation by bacterial metabolism of 
fresh substances; they may equally be due to 


physical changes on the media, such as changes in the 
state of colloidal aggregation or of surface tension. 
Both words refer only to phenomena; the deduced 
though 


substances have only hypothetical, very 

















Kidney ; medulla; hemorrhagic necrosis of collecting tubules 
Death in 12 hours following intravenous injection of 2 ¢.cm, 
of toxin. 100.) 


plausible, existence. In writing of them, it is 
necessary either to beg the question and refer to them 
as substances of definite structure, or to use clumsy 
periphrases. I have therefore followed current use, 
and employed the conventional terminology. 

Kolmer *° defines toxins as follows :— 

** Bacterial toxins may be defined as poisonous products 
produced by bacteria in both living tissues and artificial 
culture media. An essential property of a toxin lies in the 
fact that we can immunise a subject against it, and are able 
to demonstrate the presence of an antitoxin within the 
serum of an immunised animal.”’ 

If we adopt this definition—and no better one 
seems available—the alcohol precipitate which I have 
employed contains toxin. 

However, early cultures of certain 
have the property of lysingred cells. Is this substance 
atoxin? And is it the same substance ? 

By general admission, it does not comply with the 
second paragraph of Kolmer’s definition; antibody 
formation is never found. I find animals immunised 
against toxin to be susceptible to hemolysin; and 
find antitoxic sera devoid of antihewmolysin “ in 
vitro.”” Other antitoxic sera, such as diphtheria 
antitoxin, do contain antihawmolysin, and there are 
some who suppose the substances to be identical.t 
But this is not true of the streptococcus, as far as we 


streptococci 


t Mason and Glenny™ titrate the toxin of B. welchii 


by 
estimating its hemolytic power. 
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know. It would be absurd to presume that the 
mechanism of all haemolysis is identical in fundamental 
characteristics. For example, hemolysis by sera 
from animals immune to the red cells of other animals 
requires ‘‘ complement ”’ for its completion ; strepto- 
coccal hemolysins I find unaffected by fresh serum. 
Streptococcal hemolysin may be as distinct from 
other hemolysins as it is from the immune hemolysin. 

It is unnecessary here to refer in detail to the 
literature on streptococcal hemolysin. It is fully 
collected in a paper by Cesari, Cotoni and Lavalle.** 
To their summary may be added that recent work 
tends to point to variability in hemolysin production 
of a given strain, and to the confinement of hemolysin 
production, in certain strains, to anaerobic cultures. 

McLeod* has suggested that all toxic effects of the 
streptococcus may be due to the same substance, and 
with Channon, has recently shown that a filtrate 
which is hemolytic also lyses white cells in vitro. 
These two authors also ascribe both the latter actions 
to one substance. But Frobisher** has found a 
tissue-digesting enzyme in streptococcal filtrates, and, 
since this is present in non-hemolytic and hemolytic 
filtrates, assumes a distinction between the two 
properties. 

The hemolytic power of streptococcal strains varies 
greatly, and ‘‘ Dochez”’ is rather poor, rarely yielding 
hemolytic filtrates capable of lysing 0:5 per cent. 
red cells at a dilution of over 1 in 100. Channon and 
McLeod used a very much more powerfully hemolytic 
strain, and succeed in killing rabbits by intravenous 
injection of 10 c.em. They produce hemoglobinuria, 
hemorrhagic lesions throughout the body, and focal 
necrosis of the liver. Other authors have used 
centrifugalised cultures, since hemolysin does not 
always pass a filter and, if it does, loses much of its 
hemolytic power. 

In no case, so far as I can find, has any author 
used antitoxic sera in the investigation of the effects 
of hemolysin. Thus experiments are apt to be 
confusing since, if a filtrate is used, toxin as well as 
hemolysin may be present and, if centrifugalised 
cultures are used, living organisms are present in 
addition. In order to obtain high titre hemolysin, 
it is essential to add serum to cultures. In the 
preparation of toxin, serum has never been used by 
me; and thus I cannot say whether in fact toxins 
appear, in a strength capable of killing a rabbit in 
serum cultures at a period when hemolysin is high 
in titre. 

The effect of intravenous injection of hemolysin 
was tested on 20 rabbits. In doses of 10 c.cm. a 
filtrate hemolytic up to a dilution of 1 in 80 on 
0-5 per cent. cells produced no clinical effects; the 
rabbits had all been previously immunised against 
toxin. When killed, no changes were anywhere 
demonstrated. On intraperitoneal and intramuscular 
injection, however, local haemorrhage was found. 

The reasons why streptococcal toxin and hemolysin 
are not identical may be summarised as follows :— 


1. Toxin is absent, using the rabbit as test animal, in 
precipitated cultures up to the first 24 hours. 

2. Hemolysin is at its strongest at some period between 
the sixth and twenty-fourth hours. 

3. Toxin is found at the seventy-second hour, and may 
persist till the fourteenth day at least. 

4. Hemolysin, under the conditions of these experiments, 
is usually absent at the seventy-second hour and always at 
the fourteenth day. 

5. Toxin can be precipitated by alcohol and acetic acid. 


+ One experiment on the attempted reduction of the precipitate 
may be given in full. Neill ** found that many bacterial hemo- 
lysins became inactive, on being kept, through oxidation. 
This was true of B. welchii and of the streptococcus. Further, 
the intracellular hemolysin of the pneumococcus is precipitable 
by absolute alcohol. It is then, however, inactive, but can be 
reactivated by reduction. It was therefore possible that the 
precipitate from my cultures contained inactive hemolysin. 
A six-hour culture of the streptococcus, which was hemolytic 
up to 1 in 80 against 0-5 per cent. sheep’s cells, was precipitated 
as above described, and redissolved. A 24-hour culture of 
B. welchii was similarly treated. On testing the redissolved 
streptococcal preparation was non-hemolytic; the B. welchii 
preparation showed concentration of the hemolysin. 0:1 g. 
of Na.S,0, was placed in a tube. Immediately before use 


6. Hemolysin cannot be precipitated by such precipitants. 
The addition of fresh serum to the redissolved precipitate, 
oxidation by bubbling air through the fluid, or reduction by 
Neill and Mallory’s ** method, and the adjustment of the 
reaction to ranges between pH 8 and pH 6 fail to return 
hemolytic properties to the solution.t 

7. Toxin, on injection into muscles, produces no local 
changes, but severe general symptoms and renal changes. 

8. Hemolysin, similarly injected, produces a_ typical 
tabby-cat striation of muscles, due to punctate hemorrhages 


and hemorrhage into fascial planes. It produces no 
general symptoms. 
9. Toxin, injected intravenously or intramuscularly, 


produces extreme leucocytosis. 

10. The injection of hemolysin causes leucopenia, as is 
shown below in one series of four rabbits ; actually 14 were 
used at different times. A 24-hour filtrate of 5 per cent. 
serum broth culture of Dochez (titre 1 in 80 using 0-5 per 
cent. red cells) was injected in 10 c.cm. doses intravenously. 
All animals had previously been immunised against toxin 
and 24 hours before the experiment 1 c.cm. of antitoxin 
was administered intravenously in addition. 


Rabbit. Before experiment. 4 hours after. 6 hours after. 
1 10,500 5,500 8,400 
2 11,300 7,790 6,900 
3 7,000 4,600 6,400 
4 11,900 7,900 Aborted 


The leucopenia appears to be due to a diminution in the 
lymphocytes—e.g., in rabbit 1 


Before injection. 


4 hours after. 


Polymorphs .. 15 49 
Small lymphocytes 82 47 
Eosinophils 1 2 
Mast cells 2 2 


This leucopenia may perhaps be related to the leucocyte 
destruction shown by Channon and McLeod; it may 
equally be due to shock following intravascular hemolysis. 
The red cells never showed any change after injection of 
hemolysin. 


In view of the marked differences between strepto- 
coccal hemolysins and other hemolysins, it was 
thought possible that it might be a crystalloid in 
spite of statements that it cannot be dialysed. 

Thin collodion sacs were made and sterilised in 
75 per cent. alcohol. Thence they were placed in 
saline. A 24-hour serum broth culture of Dochez 
was procured, and the titre of its hamolysins found 
to be over 1 in 80 using 0:5 per cent. cells. A 
suspension of 0°5 per cent. human cells was then 
prepared in the same medium, and 2 c.cm. were 
placed in a sac; the sac was suspended by a thread 
in the culture. After 24 hours there was no hemolysis. 
Therefore the hemolysin appears not to be 
crystalloid. 

Discussion on Above Results. 

Parish and Okell*? have pointed out that, while 
rabbits can be protected against death within a few 
days, after injection of living organisms, by antitoxic 
serum, chronic infections are never prevented. That 
has been my own experience with rabbits immunised 
by toxin injections; peritonitis and arthritis were 
the terminal infections. In human infections with 
hemolytic streptococci antitoxic serum is often 
dramatic in its effect. Infections with a-hamolytic 
strains, on the other hand, and _ with certain 
B-hemolytic strains not biologically distinct from 
the Dochez strain, were completely unaffected by the 
serum used. 

The toxin of the streptococcus therefore seems to 
be only one of many weapons of the streptococcus, 
and peculiar to some strains, in my experience all 
B-hemolytic. All the lesions caused by the toxin 


a 


25 c.cm. of 0:1 M. phosphate buffer solution, pH 7-4, was added. 
0-2 c.cm. of this solution was taken and added to 1 c.cm. of the 
redissolved precipitate, and the volume made up to 2:2 c.cm. 
with the phosphate buffer. The mixture was immediately placed 
in an anaerobic jar and evacuated; it was then left for 
30 minutes. No evidence whatever of hemolysin was found. 
In order to control this experiment a filtrate of ‘‘ Dochez ”’ 
which had lost hemolytic power on being kept, and a similar 
one of B. welchii, were treated by Neill’s technique. Re- 
activation was found, but it was incomplete; in neither case 
was the final titre of the reduced hemolysin equal to its initial 
highest titre. Thislast experiment was kindly carried out for me 
by Dr. L. S. Penrose. Channon and McLeod (loc. cit.) also 


failed to reactivate completely streptococcal hemolysin by that 
technique. 
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may be explained on the basis of endothelial damage, 
and antitoxin can only protect against that factor 
in streptococcal infection—a factor only rarely 
predominant. 

Hemolysin, as made by the Dochez strain, appears 
to be in itself comparatively innocuous. Even 
20 c.em. of an unusually vigorous preparation was 
devoid of effect in a rabbit immune against toxin on 
intravenous injection. It does, however, produce 
peritoneal hemorrhage on intraperitoneal injection, 
and petechial hemorrhage on intramuscular injection 
into toxin-immune rabbits. 

The different results obtained by other writers may 
be due in part to the use of strains with greater power 


of hemolysin production. As, however, in no case 
were antitoxin controls used, they may also be due 
to the injection of toxin. It is true that early 


cultures must be used to obtain hemolysin, and that 
early cultures contain little toxin 
used in the medium. The of serum may 
conceivably modify toxin production, and the 
simultaneous injection of toxin and hemolysin may 
produce effects not found with the injection of either 
substance separately in the doses used. 

Finally, the action of toxin and hwmolysin in the 
tissues may well modify the further pathogenic action 
of the streptococcus itself. 

Experiments are being performed to determine the 
minimum lethal dose of living organisms when 
injected, with and without hamolysin,in toxin-immune 
rabbits. 


when no serum Is 


use 


Summary, 

1. Certain strains of streptococcus produce both 
toxin and hemolysin. The pathogenic activity of 
streptococci not dependent solely on the toxic 
power, since animals immune to it may yet be killed 
by living organisms, although surviving longer than 
controls. 


1s 


2. Toxin and hemolysin are different substances, 
formed in culture at different times. producing 
different lesions in the rabbit, differing in their 


behaviour to globulin precipitants and in their power 
to evoke immune bodies. 

3. Toxin, in rabbits, 
hemorrhagic nephritis, haemorrhagic 
ulceration of the stomach, and hemorrhagic lesions 
in mammee, lungs, and peritoneum. It produces no 
changes locally on intramuscular injection. 


leucoc \ tosis, 
and 


produces 


erosion 


}. The hemolysin of ** Dochez *’ produces leucopenia, 
local hamorrhage on intramuscular injection and on 
intraperitoneal injection, in animals immune to toxin. 
Otherwise it is devoid of effect under the conditions 
of these experiments. 

5. The human conditions best paralleled by 
of this toxin in rabbits are those found 

fulminans. 


the 


lesions in 


purpura 
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‘Internal derangements of the knee 
arbitrary term without logical basis. In this paper 
1 shall confine my remarks to injuries to the menis« 
injuries to the spine of the tibia, and loose bodies. 

In all Where [ suspect one of thi thr 
conditions I do a complete exploratory 


Joint Is an 


operation, 


splitting the patella vertically and pulling the tw 
halves widely apart. so as to expose the joint as 
fully as possible. I believe that this is the only way 
to be certain of dealing with the particular troubh 
Which may be present. With one minor exception (s« 


later) [have observed no ill-effects from this procedure 
and IJ believe it to be harmless, 


lec hnvique of Ope ration, 


The whole limb. having 


been shaved and painted 
With iodine, is raised in the air. and a= rubbs 
bandage tourniquet is applied to the middle third 
the thigh. The limbis lowered on to a sterile tow 
and a sandbag is placed beneath the buttock 1 
counteract t he tendency of the limb to. rotats 
outwards, A second sandbag is put beneath the kne 
\ verticalincision through theskin and subcutaneous 
tissues is made in the mid-line, starting from a point 
5 in. above the patella and extending to a point ¢ 
below it. The edges of the wound thus made ar 
slightly undereut. and are hidden from the area of 
operation by stermle towels clipped on with tissue 
forceps. The patella is split vertically with a chisel 
and mallet: with a fresh scalpel the split in’ the 


patella is continued up between the libres of 


quadriceps tendon and down between the fibres of thi 


th 





ligamentum patella, for the full extent of the wound 

The two halves of the patella are drawn widely asidk 

with spec ial retractors and at the same instant tlhe 

knee is fully flexed by a third assistant. The sub 

patellar pad of fat is divided in the middle line down 

to the tibia. The whole joint is exposed and t} 

abnormal condition present is dealt with. 
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The two halves of the patella are then allowed to 
fall together and the whole gap between the split 
fibres of the quadriceps, the two halves of the patella, 
and the split fibres of the ligamentum patelle is 
closed with one long continuous suture of chromic 
eatgut. The stitches pass actually into the joint in 
bringing together the fibres of the quadriceps, then 
into the fibrous tissue covering the front of the 
patella, and again pass deeply to bring together the 
divided halves of the sub-patellar pad of fat. The 
skin wound is closed with interrupted horsehair. 
White gauze and three layers of cotton-wool are 
applied to the knee with a 6-in. bandage and the 
tourniquet removed. I employ no splint. When the 
patient is back in bed a small pillow is placed beneath 
the knee, a cradle is placed over the foot, and the 
end of the bed is raised on blocks. The patient is 
encouraged to start moving on the third day, to get 
up with crutches at the beginning of the third week, 
and to be back at work in six weeks. 

In a series of 41 cases operated on at one hospital 
by this method there were found : 


Cases, 
(1) Mesial meniscus split or detached .. ae os 2 
(2) Lateral meniscus split or detached .. = ae 1 
(3) Loose bodies .. ae aa pe ea te 
(4) Spine of tibia fracture ‘d . > 5 
(5) Joint normal, though injure dy meniscus sus pec te a. 4 
(6) Joint normal, though loose body suspected es 1 


(1) Wesial Meniscus Split or Detached (17 cases).— 
In every case the loose or torn piece of cartilage was 
cut cleanly away from the part which remained fixed 
in place; that is to say, the whole cartilage was not 
always removed, but only the abnormal portion. 

(2) Lateral Meniscus Split or Detached (4 cases).— 
In none of these had a diagnosis been made of injury 
to the lateral meniscus. 

CASE 1, a girl of 22, a restaurant worker, was seen on 
March 24th, 1927. Four months previously she had 
stooped to pick up something and felt the left knee click 
suddenly. This was followed by a great deal of swelling 
which, however, subsided in a week. Since then she had 
felt a click whenever she straightened the knee, which 
jarred her and was uncomfortable ; occasionally there was 
pain and swelling on the outer side of the joint. On examina- 
tion a definite click was felt just before full extension and 
a lesser click on beginning flexion. Both clicks appeared 
to be on the outer side of the knee-joint. A month later the 
patient stated that several times she had had difficulty in 
straightening the knee. At operation on July 5th, 1927, 
the anterior half of the lateral meniscus was found loose and 
split. 

CASE 2, a boy of 10, was said to have broken his right leg 
four years before, and complained of his right knee letting 
him down frequently. He said it clicked and hurt whenever 
he ran and made him fall. On flexion the tibia dislocated 
inwards ; on extension the dislocation reduced audibly. 

At operation on July 26th, 1927, the lateral meniscus was 
found loose, displaced inwards, and enlarged to quite ten 
times its normal size. It was lying on the articular surface 
of the tibia and completely interfering with normal movement. 
On section the enlarged meniscus was solid right through ; 
there was no cyst formation. 

CASE 3, a man aged 34, had hurt his right knee three 
weeks previously when playing football. He had heard 
something click, felt a sudden great pain, and had to stop 
playing. The knee was bent and he could not straighten it ; 
it had remained bent ever since. I tried to reduce under gas, 
but failed. At operation, five days later, the lateral meniscus 
was found split transversely and the anterior cruciate 
ligament partly torn through. The loose anterior portion of 
the meniscus was removed. 

Case 4 is still under treatment. When first seen on 
March 21st, 1929, he told me he had had a cartilage removed 
from his right knee at University College Hospital, London, 
17 years before. The knee had never been quite sound 
since. Two months ago he was getting out of bed when his 
right knee became fixed suddenly in the bent position. 
This has since happened five or six times. 

At operation on April 15th a portion of the lateral meniscus 
was found loose in the joint, attached by its posterior cornu 
only. It was enlarged to the size of an irre gular pea or 
orange pip, and had evidently been moving in and out 
between the bones. The anterior cruciate ligament did not 
exist ; shreds of it were found and were sutured together. 


The scar of the first operation is on the inner side. 
I suggest that the surgeon was dealing with a case of 
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as well. 
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(3) Loose 
remarkable. 
CASE 1, a shoeing-smith aged 30, stated that two months 
earlier he had been shoeing the hind hoof of a horse when it 
suddenly pulled back while he was stooping and caused him 
to over-extend his right knee violently. It was frightfully 


up 
and that 
could reach and the 


cases).—Two of these were 


painful for two or three minutes and he hardly knew how 
to bear it: then the pain eased off and he went on with 
his work. Next day the knee was twice the size of the other 


and very painful, but he went to work and remained at work 
until three weeks before examination, when, in turning round 


sharply, the knee gave way and became bent and remained 
so for two or three days. He could feel something loose 
under the skin on the outer side, which he could move 


about. 


At operation a slice of articular cartilage the size of a 


shilling was found almost completely detached from the 
outer and lower aspect of the mesial condyle, and a much 
smaller portion was completely loose and free in the joint. 


The cavity in the condyle from which the pieces of cartilage 
had come was healed over in its whole extent with a thin 
bluish-white film. 


CASE 2 was a man aged 
of the right knee. 


58 with advanced osteo-arthritis 
The joint was tightly distended, apparently 


with fluid, and it was for this distension that he sought 
relief. On opening the knee large masses of bright vellow 
fat-like material welled up out of the joint. There was 
quite half a pint of this, and it was present in the joint 
under considerable pressure The joint itself showed 
advanced osteo-arthritis. with erosion of cartilage and 
hypertrophied synovial fringes. The yellow material was 
completely free in the joint, and was considered by me to 
be a lipoma which had somehow become detached. On 
section and microscopical examination, however, the 


following report was received :— 


‘The masses appear to be composed of a tibrinous 
material. Although in a few places a vessel and a small 
amount of fibrous tissue can be seen, for the most part 


there is no organised structure ; fat is not present.” 


(4) Spine of Tibia Fractured (5 cases).—Four of 


these cases have already formed the subject of a 
communication by me which has appeared in the 
Journal of Bone and Joint Surgery. They were 


operated upon within a fortnight of the injury. In 
each of them, when the patella had been split and 
the two halves drawn widely apart, the knee being 
fully flexed, the fragment of bone torn out of the 
top of the tibia was seen lying in the intercondylar 
notch, attached above and posteriorly to the anterior 
cruciate ligament and externally to the anterior horn 
of the lateral meniscus. The place from which it 
had been torn was represented by a deep hole in the 
upper surface of the tibia. Attempts to replace the 
fragment were entirely prevented by the lateral 
meniscus, which appeared to have become shrunken 
or contracted. It was therefore divided with a 
tenotome at a point a quarter of an inch away from 
its attachment to the fragment. With a pair of 
dissecting forceps the latter could then be put back 
exactly in place in the top of the tibia, the anterior 
cruciate ligament being still attached to it. With 
the forceps holding the fragment the knee-joint was 
moved from complete flexion to complete extension, 
in which position there was no tendency for the 
fragment to shift when the forceps was removed ; 

in fact, the condyles seemed to ram it home most 
effectively. So no suture of any kind was used, the 
limb being enclosed at once in plaster. After a month 
the plaster was removed and massage and gentle 
movements started. Three of the cases recovered 
completely ; the fourth, in which the head of the 
tibia was also fractured, was not able eventually to 
flex the knee to less than 80 degrees. 

The fifth case was not seen until eight months had 
elapsed, and occurred in a chauffeur, as the result of a 
motor accident. He spent three months in bed, and the knee 
had been bent ever since at an angle of 120 degrees. It was 
impossible to straighten it because of a bony block. The 
lateral X ray showed a large shadow in the joint anteriorly 
in the angle between the femur and the tibia. At operation 
a mass of bone was found here, rising up from the floor of 
the anterior intercondylic fossa; this was chiselled off, 
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allowing the knee to be straightened. Seen six years later, 
May 9th, 1929, he was completely cured, except for the 
last 10 degrees of extension. He had been at work ever 
since discharge. 


(5) Joint Normal, though Injured Meniscus Suspected 


(4 cases). 


In one case I used the ‘* internal lateral ’’ route instead 
of the split patella, and had a very poor view of the joint. 
As I could see nothing wrong I closed the wound. Now, 
after six and a half years, he complains that his knee still 
goes wrong and locks, so there is evidently some derangement 
which should be attended to. 

In the second the menisci were healthy, but a tag of fat 
was lying in between the tibia and internal femoral condyle, 
and was removed. I doubt, however, whether this could 
have been the cause of the symptoms. A year later the 
patient reported he had been back at his work as a blacksmith 
for 1l months; his knee was normal. 

In a third case, where there was a history of two attacks 
of locking and the diagnosis had been made by my assistant, 
nothing abnormal was found. Seen three and a half years 
later the knee was normal and never troubled the patient 
at all. He is at work as a slot-gas collector, and has to 
carry heavy bags full of copper coins. 

The fourth case is noteworthy ; it occurred in a girl of 18, 
Her doctor wrote: ‘‘ to see Mr. Roth for ? dislocation of the 


semilunar cartilage. The knee is flexed and cannot now be 
extended.”” The patient informed me it was her fifth 
attack of locking. I tried to reduce, but failed, then had 


gas administered and reduced at once. As she had had so 
many attacks I advised operation and opened the knee 
five days later. To my surprise the interior of the knee 
was normal. Seven months later the knee became locked 
again, and again two months after that. I advised a knee- 


cage. When seen for the last time after some months the 
knee seemed perfectly sound. Was this a case of hysterical 
knee ? 


(6) Joint Normal, though Loose Body Suspected. 
In this case X rays showed a shadow behind joint, 
but nothing was found at operation. 


Remarks. 

The small number of meniscus cases is explained 
by the fact that it is my custom to reduce displace- 
ments where possible under gas, and not to advise 
operation unless the displacement occurs a second 
time. In a very large number of cases it never does 
occur again. Where operation is decided on I believe, 
as already stated, that the surest way to avoid 
mistakes and obtain complete relief of symptoms is to 
split the patella and have a clear view of the joint. 
Sepsis has been entirely absent. In one case super- 
ficial sepsis occurred in the lower part of the wound, 
but there were three unusual factors to consider: 
there was some delay in the sterilisation of the instru- 
ments, it was a fresh theatre sister’s first day with 
me, and my assistant was away ill. I ought not to 
have operated. Under normal conditions sepsis does 
not occur. : 

Fear of non-union between the divided halves of 
the patella is groundless. Clinically, at least, no 
damage is done to this bone and no unfavourable 
effect is produced. Where an X ray has been taken 
years later slight osteo-arthritic changes have been 
observed. but they do not seem to be of the slightest 
importance. I suggest that the division of the patella 
is much less harmful than a horizontal or oblique 
section of the internal lateral ligament. I believe 
that the operation for the removal of damaged menisci 
done by this method gives a 100 per cent. cure. It 
enables the surgeon to remove accurately and com- 
pletely the whole of the loose or torn portion and, 
on the other hand, it ensures that he will not remove 
undamaged structures. 

I have written to all these patients, and of the 
21 meniscus cases 10 have cometosee me. They are all 
perfectly well, at intervals of from one to six years 
after operation. There has never been any return of 
symptoms and all of them profess and appear to be 
perfectly recovered. At the worst one or two complain 
of slight aching in damp weather, or of not being able 
to kneel on a hard surface with comfort. Yet I have 
seen statistics published by other surgeons where 
unsoundness of the joint has persisted in from 30 to 





40 per cent. of cases. Such statistics naturally bring 
discredit upon operative treatment and encourage 
recourse to unqualified bone-setters. 

I can conceive of no other method which will give 
the perfect view required for reposition of the bone in 
fracture of the tibial spine and for the removal of 
loose bodies. 


Post Scriptum.—tThe difficulty of operating through 
a small lateral incision is recognised by Prof. Fritz 
Steinmann, of Berne, who has devised a new instru- 
ment, the ‘‘ meniscotome.”” This made on the 
same plan as a tonsillotome. The ring of the instru- 
ment is made to encircle the free end of the detached 
meniscus and is pushed back along it as far as it will 
go; the knife then slides across the ring and cuts 
off the meniscus. Prof Steinmann claims that in this 
way none of the loose part can ever be left: behind 
and that so little damage is done to the knee that 
the patient may be allowed up to walk on the day 
after operation. 


Is 





Clinical and Laboratory Notes. 


THE ASSOCIATION OF 
HUMAN AND CANINE JAUNDICE, 
WITH AN ILLUSTRATIVE CASE. 
By C. J. MonraGu LAWRENCE, L.M.S.S.A. LOND., 
AND 
C. C. Orr, 2C., M.B.Camsp., M.R.C.P. Lonp. 


(From the Wellcome Physiological Research Laboratories, 
Beckenham.) 


It has always been surprising that so few cases of 
Weil’s disease should be reported in this country, 
considering that as many as 20 to 30 per cent. of adult 
English wild rats harbour leptospiras which are almost 
certainly pathogenic to man. At one time it appeared 
possible that the epidemics of ‘ infectious jaundice,” 
which are by no means rare among school-children, 
might be ascribed to leptospiral infection, but the 
more fully these epidemics have been investigated 
the more unlikely it seems that they are due to this 
cause (Cockayne, 1912; Morgan and Brown, 1927 ; 
Booth and Okell, 1928). The present view, almost 
universally held, is that the infectious jaundice of 
children a disease sui generis. In 1925 (Okell, 
Dalling, and Pugh) it was shown that the common 
malignant jaundice (or ‘* yellows ”’) of dogs was due 
to infection with Leptospira icterohamorrhagie. When 
the close intimacy that exists between human beings 


Is 


and dogs is considered it becomes even more surprising 
that leptospiral disease, which is par excellence a 


contact infection, does not occur more frequently in 
man. 

Leptospiral disease in dogs is a disease of high 
mortality ; 90-100 per cent. of the affected puppies 
may die and some foxhound kennels lose as many 
half of their annual puppies in this way. The disease 
affects practically all breeds of dogs, but is most 
common in kennelled dogs such as foxhounds and 
beagles. The signs, symptoms, and post-mortem 
appearances closely resemble leptospiral disease in 
man and other animals. Jaundice and hemorrhagic 
signs are almost constantly present, petechial or even 
massive hemorrhages in the lungs being particularly 
characteristic. In puppies intussusception, the result 
of hemorrhagic enteritis, is a frequent terminal 
complication. For a more detailed description of the 
disease reference may be made to the paper already 
referred to (Okell, Dalling, and Pugh, 1925). 

Records of the association of human and canine 
jaundice are very few. The first case we have been 
able to trace was that reported by Krumbein and 
Frieling in 1916, where two officers, living in the same 
room as a dog suffering from jaundice, developed what 
appeared to be typical Weil’s disease. This observation 
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tion antedated the recognition of the leptospira as the 
cause of Weil's disease. Uhlenhuth and Fromme 
(1919), in their classical paper on leptospiral jaundice. 
mentioned a case of jaundice in the dog which they 
proved almost conclusively to be leptospiral. They 
were investigating an area where human cases of 
Weil's disease occurred, though there was no direct 
connexion between the canine and any human cases. 
When it became evident that such a common disease 
as “ yellows” in dogs was of a leptospiral nature 
inquiries were made with a view to tracing cases of 
associated human and canine jaundice (Okell, 1925), 
but only two instances were discovered, one of which 
was reported to us by Prof. R. D. Passey, the other by 
Dr. R, Stirling and Mr. Lornie, M.R.C.V.S., of Perth. 

The following case has recently come under our 
notice : 


A. B., aged 52, first whip of a pack of foxhounds, had been 
nursing several puppies affected with “ yellows ’’ and had 
performed several post-mortem examinations with naked 
hands during the three to four weeks previous to the onset 
of his illness. He had also been bitten by a fox about 
ten days previously, but nothing abnormal had been noted 
in the fox. On Dee. 11th, 1928, he had been hunting and 
had been suddenly seized with shivering and intense pains 
in the back, loins, legs, arms, and neck. He had to go to 
bed immediately. 

On Dee. 12th, when first medically examined, he was 
flushed and obviously ill. Temp. 101° F., pulse-rate 140. 
His conjunctive were intensely congested and there were 
definite hemorrhages beneath the conjunctival membrane. 
At this stage there were well-marked pulmonary signs and 
symptoms—patches of bronchial breathing and expectora- 
tion of blood-stained sputum. There was little cough and 
the respiration-rate was not appreciably increased. <A 
provisional diagnosis of mild broncho-pneumonia was made 
at this stage. 

On the fourth day of the illness jaundice became apparent. 
It quickly deepened to an intense orange yellow colour and 
with the onset of jaundice the temperature rapidly fell. 
The faces were pale and the urine nearly black with bile- 
pigment. There was no tenderness over the hepatic area. 
The liver and spleen appeared to be of normal size. During 
the first week there was intermittent hiccup and on two or 
three occasions slight epistaxis. The pulmonary signs 
quickly cleared up and the jaundice deepened almost to a 
bronzed colour by the tenth day. At this time the posterior 
cervical glands were noted as enlarged and the lymphatic 
vessels in the region as thickened. 

The diagnosis of Weil’s disease was now almost certain. 
10 ¢.em. of antileptospiral serum of known potency was then 
given and five days later a further 10 c.em. By the end of 
the fourth week albuminuria was detected which persisted 
for about eight to nine weeks; the patient made an 
uneventful recovery except for a slight exacerbation of 
temperature at the end of the third week of illness. Examina- 
tion of the urine during the fourth week proved negative for 
leptospiras both on direct examination and by guinea-pig 
inoculation. The distance of the case from the laboratory 
made it impossible to investigate the pathology of the case 
in detail. From the clinical course of the disease alone, 
however, an almost certain diagnosis could be made of Weil's 
disease. 


It should not be overlooked that the possibility of 
human beings contracting Weil's disease from affected 
dogs appears on theoretical grounds to be no slight one. 
So far as is known the pathogenic leptospiras consist 
of one species of micro-organism and infection from 
one animal's species to another is experimentally easy. 
The greatest risk is no doubt in the handling of internal 
organs——-e.g., at post-mortem  examination—-since 
these usually contain the leptospira. The virus is 
easily transmissible by skin contact, and though we 
have never been able to infect guinea-pigs by placing 
virus on the intact skin we have been able to transmit 
the disease with regularity by placing a drop of virus- 
containing organ extract on a slightly scarified area. 

Possibly the association of human with canine 
jaundice is not so uncommon as the recorded cases 
would suggest, and it is in the hope of attracting the 
attention of medical and veterinary practitioners, 
particularly in rural areas that we have thought it 
worth while to report this case. 
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ON THE MODE OF ACTION OF 
IRRADIATED ERGOSTEROL 
UPON THE MYELIN FORMS OF LECITHIN. 


sx CC. J. Bonn, C.M.G., F.BRCS. Ena., 


CONSULTING SURGEON TO THE LEICESTER ROYAL INFIRMARY, 


DURING an inquiry into the factors which initiate 
and promote the formation of myelin threads and 
droplets by lecithin when in contact with water. it 
was found that irradiated ergosterol 


(vitamin T)) 
exercises a marked effect. 


A solution was made in chloroform of approximately equal 
parts of ergosterol and pure lecithin. The lecithin used was 
prepared by Levene’s process, and was kindly obtained for 
me from America by Prof. H. McLean. 

The solution was divided into two portions. Portion A 
was exposed in a quartz tube to the rays from a mercury 
vapour lamp for half an hour at a distance of 18 inches. 
Portion B was kept as a control. A drop from each portion 
was then allowed to evaporate on a slide. The film deposited 
from A appeared to the naked eye more translucent and 
homogeneous than the more opaque granular deposit from 
the non-irradiated B. On adding a drop of normal saline to 
each film and covering with a cover slip, examination under 
the microscope showed a marked activation of the lecithin 
(by hydration or water absorption) in the radiated portion A. 
The lecithin begins almost immediately to form droplets and 
throw out myelin threads, especially in the thinner areas of 
the film. The rosettes of needle crystals formed by the 
irradiated sterol deposited from the chloroform solution also 
show lecithin droplets and threads round their edges 

The non-irradiated film is considerably slower in showing 
activity. Under dark-ground illumination the difference 
between the irradiated and the non-irradiated tilm is more 
easily appreciated. 

It is important to examine the films at once, and at short 
intervals, because the active phase, during which the protru- 
sion of myelin threads and the formation of droplets takes 
place, is a transitory one. and ceases sooner in the more fully 
hydrated and irradiated than in the non-irradiated film. 
Examination of the two films with polarised light shows that 
the myelin threads or projecting worm-like processes, which 
grow from the surface and edges of the deposited lecithin 
(as hydration proceeds) polarise well, while the isolated 
droplets which bud from the ends of these myelin stalks give 
a bright appearance with a terminal dark Maltese cross. 
The arms of this black cross correspond to the vibration 
planes of the polarising prisms (like a starch grain). The 
polarising capacity. which expresses the physical and not 
the chemical character of the material, is most marked along 
the edge or skin of the droplet or thread where the pellicle is 
thickest. As the threads grow in size the wall becomes 
thinner and the polarising capacity less marked. Thus, the 
film which contains the irradiated ergosterol undergoes 
hydration sooner, and passes more rapidly into the expanded 
thin-walled phase, than the more slowly reacting non- 
irradiated film. 

A careful study is being made of the staining 
reactions of lecithin under different conditions, 
irradiated and not irradiated. Much has been learned, 
but the problem is so large and so complex that much 
more investigation is necessary before final or useful 
results can be arrived at. I have confirmed Prof. 
J. B. Leathes’s observations! that the presence of 
cholesterol in the proportion of one part of cholesterol 
to four parts of lecithin does not inhibit—in our 
experience it actually increases—activity in lecithin 
when covered with water. Neither does cholesterol, 
in this concentration, inhibit the activating effect of 
vitamin D on lecithin, though it is possible that it 
might do so when present in larger proportions.’ 

It is necessary to inquire whether the activating 
effect is still present when the concentrations used 
more nearly resemble those present in the body during 
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life. If we assume (see Leathes*) that in 100 g. of wet 
body-weight the amount of lecithin will be about 2 g., 
and if we regard the effective dose of vitamin D as 
2 mg. in rickets (K. H. Coward*) then we have some 
indication of the relative proportions of ergosterol and 
lecithin to use outside the body in order to make these 
in vitro and in vivo experiments comparable. 

For convenience of experiment we worked with an 8 per 
cent. solution of lecithin in chloroform, a 2 per cent. solution 
of cholesterol in chloroform, and a 00-0001 solution of 
ergosterol in chloroform. To exclude any possible effect of 
radiation on the lecithin itself when irradiated in solution 
with ergosterol, we irradiated the ergosterol in a quartz tube 
and then added the unradiated lecithin solution in equal 
volume, After evaporation, a drop of distilled, recently 
boiled, water, or normal saline, was placed on the film, which 
was then examined, covered or uncovered, under the 
microscope. 

At this low percentage, in which the ergosterol lecithin 
ratio presumably corresponds with that existing in the living 
body, the effect of the irradiated as compared with the non- 
irradiated sterol is slight. The difference becomes easily 
recognisable when the strength of the ergosterol is raised to 
0-001 per cent. and becomes very marked when the strength 
of 0-O1 per cent. is reached, 


The following experiment shows that the effect on 
the lecithin is due to vitamin D, and not to any 
peroxide of ergosterol which forms on the irradiation 
of the sterol in contact with the air. 


If two films or smears of ergosterol are made on a glass 
slide and irradiated, one in the air and one through a film of 
water covered by a quartz slip, the air being thus excluded, 
only the irradiated sterol from the film protected against 
contact with the air activates the lecithin. The sterol 
irradiated in contact with air fails to do go. 


The question arises whether we can associate these 
findings with the changes which can be observed in 
living cells as the result of exposure to the action of 
irradiated sterol. I have shown! that living leucocytes, 
when incubated in blood or in blood serum on a thin 
film of irradiated ergosterol in a closed cell, respond 
sooner and more strongly than corresponding cells 
incubated on an ergosterol film which has not been 
previously irradiated. The cells in the irradiated film 
show increased pseudopodial activity, and they 
elaborate droplets of iodophil substance sooner and 
in larger quantity than the cells in the non-irradiated 
film. I have also shown in earlier papers that this forma- 
tion of iodophil substance depends on nuclear and 
cytoplasmic changes, especially in the perinuclear 
lipoid-protein membrane. The significance of this 
observation lies in the observed influence of certain 
fat-soluble substances on this perinuclear membrane, 
which is now believed to be composed, in part at 
any rate, of lecithin, possibly in combination with 
cholesterol and other proteid substances. 

Thus we have some evidence, based on experimental 
and direct observation, which suggests that irradiated 
ergosterol (vitamin ID) exerts its influence primarily 
on the lipoid rather than on the protein elements in 
the cell. In this way it renders the cytoplasmic and 
perinuclear lipoid membranes more permeable. and 
increases nuclear cytoplasmic interchange. 

Does the irradiated sterol produce this change in 
the cell membranes as the result of an inversion of 
phase of the constituents in a fat-water emulsion, or 
does it reverse the orientation of the lecithin mole- 
cules, thus directing the hydrophil chemically active 
pole towards the exterior ? 

My observations, if applied to rickets, suggest that 
the vitamin D acts on the bone cells concerned in 
calcification and speeds up their caleium-phosphorus 
metabolism by acting on the lipin constituents 
(especially the lecithin moiety) of the cells, and by 
facilitating interchange through the pericellular and 
perinuclear membranes, enables these cells to extract 
the calcium phosphate from the blood. 

If, as I hope. they can be confirmed, a further step 
will, I think, have been taken in the fuller under- 


? Tbid., p. 803. 
> Quoted by Rosenheim and Webster, THE LANCET, 1927, ii., 622. 
‘ Trans. Brit. Assoc. (Physiol. Sect.), 1927. 


standing of the mode of action of one of the fat- 
soluble vitamins on the organism. 


I desire to acknowledge the great help I have 
received from Mr. Frank Youn¢ in this investigation 


and also from Prof. Leathes’s Croonian Lectures. 
published in THE LANCET in 1925. 
A CASE OF 
ILEOCACAL INTUSSUSCEPTION WITH 


SPONTANEOUS REDUCTION. 


By S. M. Power, M.B. Lonp., F.R.C.S. Ena.. 


RESIDENT SURGICAL OFFICER, ANCOATS HOSPITAL, 
MANCHESTER, 


\ SOMEWHAT unusual case of intussusception was 
recently admitted to Ancoats Hospital, under the care 
of Mr. E. E. Hughes, with whose permission the follow- 
ing notes have been written. 


A male child, aged 11 months, was seized with colicky 
abdominal pain at midday and vomited twice Hle was 
taken to Dr. J. Seanlan, who found blood on his finger-tip 
after doing a rectal examination and diagnosed the case as 
one of intussusception, On arrival in hospital. examination 
revealed a quite definite tumour, of typical shape, to the 
right of and above the umbilicus, and also an emptiness 
in the right iliac fossa. This was at or about 6 P.M. The 
child at the time seemed very ill with intermittent abdominal 
colic, but subsequently quietened down considerably and 
did not vomit again. 

Before going to the operating theatre IT examined the 
abdomen and could find no tumour of any kind. The 
rectum contained faces. The advisability of operation 
seemed doubtful, for I had not personally found any evidence 
in support of the diagnosis, save a definite history and the 
report of previous examinations, An enema was given, 
which produced a good result stained with blood and mucus 
Laparotomy was decided upon, the possibility of spontaneous 
reduction being mooted tut dismissed as highly unlikely. 
I may add that there were no purpuric or arthritic symptoms 
at this or any other stage of the illness. 

On opening the abdomen I found the c#cun in its 
normal position, but both it and the last six inches of the 
ileum and appendix were deeply congested and cedematous. 
So altered was the appendix, that it seemed advisable to 
remove it. 

The most curious feature of the case was that on taking 
a final review of the abdominal contents | discovered another, 
and obviously early, intussusception in the small intestine, 
about two inches long. There was no blueness or turgidity, 
so that this could not possibly have heen the apex of the 
original one. It was reduced and the abdomen closed. 
At the time it did not seem justifiable to take out enough 
small intestine to make sure whether the second intussuscep- 
tion was the result of normal or retro-peristalsis. At the 
end of the operation 5 c.em. of normal saline were injected 
into either flank and the baby was put back to bed with 
radiant heat and rectal salines, Recovery was uneventful. 

I conclude with, I think. sufficient justification 
that this was a case of spontaneous reduction of an 
ileoczecal int ussusception. Whether the second condi- 
tion would have progressed or not it is hard to say. 
It is conceivable that, if retrograde, it may have been 
caused by the same retroperistaltic waves that 
produced the self-reduction. In any case, the tale 
seems worth telling ; H.W. Carson! says that the 
spontaneous cure of intussusception is so rare that 
very few surgeons have seen a case and that the few 
recorded examples are almost legendary. 


' Modern Operative Surgery, Londen, 1924, i... 694 


LIVERPOOL OPEN-AIR HLOSPITAL FOR CHILDREN. 








The annual report of this hospital, at Leasowe, Cheshire, 
states that an important advance in the treatment of 
crippling disease in childhood has been made by the opening 
of the new treatment block. The chief feature of the 
building is the artificial light department in which carbon- 
are and mercury-vapour lamps of the latest pattern ar 
installed to provide general light treatment for 12 lying or 
50 sitting cases per hour; as it is possible to work these 
lamps for five hours a day, the needs of the 260 children 
in the hospital can be met adequately. The patients stay 
for periods varying from three months to nina years 
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(Continued from p. 284.) 


SECTION OF MEDICINE. 
CARDIO-AORTIC SYPHILIS. 

Prof. GEORGE Murray (Manchester) presiding, 
Dr. JOHN CowAN and Dr. J. STEVEN FAULDs (Glasgow) 
opened a discussion on Syphilis of the Heart and 
Aorta. They began by quoting estimates of the 
incidence of syphilis in the general population. 
Osler and McCrae had long ago estimated an incidence 
of 12 per cent. for Berlin and 15 per cent. for Paris. 
The speakers gave an estimate, based upon Wasser- 
mann reactions among their own ward cases, of 8-6 per 
cent. in males and 7:2 per cent. in females. Carey 
Coombs’s figures were 9 per cent. in hospital and 
{ per cent. in private patients. The incidence of 
syphilis among patients with defective hearts was 
estimated by Allen at 19-7 per cent.; Dr. 
Cowan and Dr. Faulds found it to be 17-7 per cent. 
when based upon Wassermann reactions of their 
patients, while if the diagnosis was based upon 
naked-eye pathological findings the incidence was 


15:3 per cent. All these estimates probably erred 
upon the conservative side. 
Pathological Lesions. 
The pathological lesions recorded were those 


observed in a thousand consecutive necropsies; of 
these, 390 presented some disease of the heart or 
aorta, 60 of which were considered to be due 
to syphilis. The lesions found were endarteritis 
Obliterans. aortitis, aortic valve disease. gumma, and 
myocardial fibrosis. 

Endarteritis obliterans affected short lengths of 
but in their whole circumference, always 
narrowing the lumen and frequently accompanied by 
thrombosis. The interna and adventitia were always 
thickened and showed new-formed elastic tissue. the 
media being either thinned or little altered. Gross 
calcareous or fatty changes were rare. Prof. R. Muir 
held ‘the opinion that the lesion represented the 
reaction to an irritant approaching the arterial wall 
from without. Endarteritis obliterans was charac- 
teristic of syphilis in all its stages. and was the 
important primary change in aneurysm and myo- 
cardial ischemic fibrosis. 

Specific Aortitis——These lesions occurred as soft, 
gelatinous, greyish elevated plaques of considerable 
thickness, which might coalesce and later become 
contracted, thinned, and pearly white. The first 
part of the thoracic aorta was the site of election. 
The early lesions started in the adventitia and 
involved the nutrient arteries of the aortic wall, 
giving rise to weakening and resorption of the media 
with consequent weakening of the aortic wall. This 
process led to potential or actual aneurysm. The 
aortic cusps and the coronary vessels might be 
involved, but lesions of the mitral valve segments 
Were insignificant and played no proportionate parts 
in the production of chronic mitral disease. 

Aneurysm might possibly be produced by weaken- 
ing of the aortic wall by ulcerative processes other 
than those of syphilis, but was most commonly of 
specific origin. 


vessel, 


Chronic Aortic Valvular Disease.—The pathological 
lesions were admittedly very varied, the causes 
multiple, and the results upon the valve more depen- 
dent upon the site of the injury than on the cause. 
Valve lesions could take various forms, and their 
etiology could not easily be determinea. 

Atheroma was by far the most common vascular 
lesion, peculiarly liable to attack vessels of the 
heart, brain, and limbs with the aorta. The causes 
were general, arising in the battle of life and accom- 





panying increasing years. Atheroma is often present 
in addition to rheumatic and specific infections, 
making the resultant lesion impossible to classify. 

Myocardial disease was mostly only a side issue. 
The occurrence of a true syphilitic myocarditis, or of 
localised gummata, was rare, the myocardial changes 
being for the most part the secondary effects of 
coronary occlusion and, therefore, not in themselves 
specific, but dependent upon the degree of occlusion. 

Pericarditis of syphilitic origin was hardly ever 
seen, though cases of proliferative mediastino- 
pericarditis, taking origin beneath the diaphragm, 
might occur. 

The Clinical Data, 

Aortitis of the infective type was chiefly caused 
by syphilis; the lesion per se produced no symptoms 
even when extensive in area and advanced in degree. 
Patients suffering from large aneurysms, extensive 
aortic valve lesions, and coronary infarcts were able 
still to carry on their employment. Although the 
symptoms of specific heart lesions were similar to 
those arising from any other cause, paroxysmal 
attacks of pain and dyspnoea at night were more 
common in the specific than the rheumatic group, 
owing to the coronary involvement. In the syphilitic 
group continued pain was suggestive of aneurysm 
rather than pericarditis; palpitation was due to 
throbbing vessels rather than to abnormal rhythm. 
and cedema to local pressure rather than the effects 
of gravity. The appearance of the patients was thin, 
emaciated, and sallow, abnormal pulsation sometimes 
appearing above or below the clavicles. A systolic 
aortic murmur often preceded a diastolic one, although 
aortic stenosis was rare; the second aortic sound was 
increased and the radiogram showed an increase in 
the aortic shadow. 

The association of aneurysm with syphilis was 
stressed by Dr. Cowan and his collaborator; in a 
series of 66 cases of chronic aneurysm 49 were found 
to be syphilitic. The age-incidence both of syphilitic 
heart disease and of aneurysm was from 40 to 60; 
both tended to occur 10 to 20 years after infection, 
although cases had been recorded within 12 months 
of primary infection. 

Chronic aortic valve disease was regarded as due to 
syphilis in 30 per cent. of a series of 274 cases; but 
there was a sex difference, the incidence being 0. er 30 
per cent. in males and under 20 per cent. in females, 
and also an age difference, the percentage rising to 50 
between the ages of 40 and 60 in males. The incidence 
of syphilis and rheumatism in the series was the same, 
but the incidence of aortic disease in men between 40 
and 60 with no antecedent history was very suggestive 
of a specific origin. 

The physical signs differed little in the two groups. 
but accentuation of the pulmonary second sound, 
common in rheumatic cases, was rare in the syphilitic 
group, since rheumatism commonly, and_ syphilis 
rarely, affected the mitral cusps. Evidence of aortic 
aneurysm or dilatation of the aorta suggested a 
specific origin of the lesion, but the final diagnosis 
might frequently depend upon the recognition of 
stigmata elsewhere or a positive Wassermann reaction. 
Not only mitral valvular disease but acute endo- 
carditis was rare in syphilis, while in the rheumatic 
group reinfection from acute endocarditis may occur 
and leave unmistakable signs at necropsy. 

Myocardial Disease.—Examination of the series of 
cases failed to give any estimate of the frequency of 
syphilis as a causative factor in myocardial disease ; 
the age-incidence was a decade later than that usual 
for syphilis. The conclusion arrived at was that 
the degree of coronary damage was a much more 
important factor than the original cause of the 
disease. 

Angina.—The relation of syphilis to angina was 
discussed. The speakers considered the physiological 
basis of the pain to be the relative anoxemia of the 
eardiac muscle. Seven necropsies were recorded in 
three of which specific aortitis was found. They 


pointed out, however. that the average age of incidence 
was a decade later than that for specific aortitis. 
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Diagnosis, 

Dr. Cowan and Dr. Faulds said that the four great 
causes of cardiac were rheumatism and 
bacterial endocarditis in the earlier years of life, 
involving the valves and pericardium, and syphilis 
and atheroma in later life, involving the valves and 
arteries. Syphilis must be recognised as an important 
cause of heart disease, occurring most frequently in 
males between 40 and 60. the symptoms being 
entirely cardiac. Aortitis and aneurysm were usually, 
aortic disease, myocardial disease, and angina fre- 
quently, syphilitic; mitral disease and pericarditis 
were never syphilitic. 

The clinical history might mislead; the Wasser- 
mann reaction, if positive, was important, but if 
negative might mislead, since 25 per cent. of cases of 
svphilis might give a negative reaction in the tertiary 
stage, though a full routine examination might reveal 
other definitely specific stigmata to complete the 
diagnosis, 


lesions 


Treatment. 

Treatment of cardiac lesions as such differed in no 
way from that of similar lesions of otherorigin. From 
the constitutional point of view, the disease was still 
active and required active treatment. The choice 
between the sterilisation by arsenical compounds and 
the older method of administering a long course of 
mercury and iodides must be made. 

The speakers held that the older long-continued 
method was much to be preferred, except in those 
patients who showed no signs of cardiac deficiency ; 
but. they stated with emphasis that the true treat- 
ment of cardio-aortic syphilis was preventive, every 
case which occurred nowadays being due to error, 
either on the part of the patient or on that of his 
medical adviser. 

Discussion, 

Dr. S. Boyp CAMPBELL (Belfast) confined his 
remarks to the serum reactions in the blood in cases 
of cardio-aortic syphilis, with the changes resulting 
from treatment. Among 55 cases of aneurysm the 
Wassermann reaction was found negative in 11. 
Variations in the results were found by various 
techniques. The degree of positiveness was usually 
slight, while provocative N.A.B. injections rarely 
produced any change. A series of graphs were shown 
recording the positive units by the Dreyer method 
before, and during, treatment: several showed a 
considerable fall, in some cases to negative, followed 
by a slight rise. The records extended over varying 
periods up to four years. The method of dosage 
remained constant, small amounts of N.A.B. up to 
0-4 g. were given, accompanied by the continued 
exhibition of mercury and iodides. Another series 
of graphs showed a marked rise in the serum reaction 
as the result of the first course of treatment. followed 
subsequently by a fall almost to normal. Two cases 
were recorded where a superimposed bacterial infec- 
tion in a treated case occasioned a sudden rise in 
reaction with death. Treatment had originally been 
undertaken in those cardiac patients who responded 
hadly to treatment on general principles. They 
showed material improvement under antispecific 
treatment, but only if the first part of the treatment 
was carried out while the patient was confined to 
bed. Dr. Boyd Campbell believed that once treat- 
ment had begun it must be maintained for the rest 
of life, and that probably two courses per year would 
always be required. 

Dr. J. CRIGHTON BRAMWELL (Manchester) confined 
his remarks to the disturbances of the cardiac mecha- 
nism. He said that it was difficult to find an adequate 
criterion of the syphilitic origin of a lesion. In pre- 
mature ventricular contractions. for example, tea, 
coffee, tobacco were known to be capable of pro- 
ducing the arrhythmia in susceptible subjects. The 
presence of a positive Wassermann reaction proved 
nothing. Where groups of ventricular extrasystoles 
occurred and disappeared under antispecific treat- 
ment, the possibility of a syphilitic origin had to be 
considered. Paroxysmal tachycardia was known to 








be rare in cardio-aortic syphilis. Dr. Bramwell said 
that in 26 of his own cases where the nature of the 
arrhythmia had been established by the electro 
cardiogram no clinical evidence of syphilis had been 
obtained, and similar findings had been reported by 


other workers. Heart-block had in the past been 
regarded as most frequently due to syphilis, but 
increased knowledge had shown this to be wrong. 
In his own series of 23 cases clinical evidence ot 
syphilis was found only three times, and these 
summed with other records in the literature gave 
105 cases, with syphilis as a cause in 20, Heart- 
block of high grade, even causing Stokes-\dams 
attacks, might occur in paroxysms. There was on 


record a case where the heart was observed to change 


from normal rhythm to complete heart-block with 
convulsive seizures on two days out of eight. and 
then to return to normal rhythm. These attacks 


were attributed to a pyrexia with joint pains which 


occurred almost simultaneously. Auricular fibrilla 
tion arose from three main causes: (a) rheumatic 
infection of long standing: (b) degenerative myo- 


cardial fibrosis; toxemia as in thyroid disease. 
There was no evidence that syphilis was likely to be 
a common cause. Dr. Bramwell had come to the 
conclusion that heart-block was the only disturbance 


(c) 


of cardiac mechanism which was frequently due to 
syphilis, the condition of pulsus alternans being 
common to all degenerative cardiac changes. 

Prof. A. S. WartTHIn (Michigan) spoke of the 
histological findings in syphilis, particularly those in 
the heart muscle. He recalled the fact that cardiac 
myxo-gumma was first referred to in 1828, the 
observation remaining unnoticed until his own 


corroborative work many years later, when a 
condition was found in a_ congenitally 

heart, and he was able to demonstrate large 
of spirochetz in the gelatinous areas seattered 
throughout the ventricular wall. Prof. Warthin 
showed a series of microphotographic lantern slides 


similar 
syphilitic 
numbers 


to demonstrate the histological changes of acute 
exacerbations of syphilis in the ventricular myo- 
cardium of two patients who died with dramatic 
suddenness; death in early life was due to con- 


genital syphilis, and that in later life to the acquired 
disease—in both cases when the disease had existed 
for 20 years. Each series of slides was introduced 
by a short résumé of the clinical history ; then slides 
of the macroscopic appearance were followed by those 
illustrating microscopical changes under progressive 
degrees of magnification up to the tissu 
around the individual spirochaete. The yellowish, 
semitranslucent, gelatinous patches of the macro- 
scopic lesion, the proliferation of all nuclei in the 
affected area, the multiplication of the single nuclear 
tissue cells, the intercellular oedema, the want of 


reactions 


change in the majority of the muscle-fibres. the 
vacuolation and cedema of the connective tissue with 
proliferative thickening of the endocardium were 


clearly represented. Prof. Warthin stated that 20 to 
60 per cent. of all post-mortem material at his 
hospital showed definite evidence of latent syphilis 


in which the spirochete could. be demonstrated. He 
pointed out that such lesions as had been shown 
could be found in the wall of the left ventricle at its 


junction with the septum in every male case of 
syphilis. but that this was not true of the female. 

Dr. F. PARKES WEBER (London) asked Prof. 
Warthin what were the Wassermann reactions in 
his cases of syphilitic myocarditis. and also whethe 
cases of thoracic aneurysm had been found due to 
any disease other than syphilis. particularly in voung 
people. Aneurysms of cerebral vessels were known 
to give rise to sudden hemorrhage 
before the age of 30. 

Dr. J. SPEARES (Dublin) reported a high frequency 
of positive findings of aortic aneurysm by routine 
X ray examination of heart having found 
thoracic aneurysm in 42 instances among 600 
eardiacs, with vocal cord palsy in 138° instances. 
Among this group the Wassermann reaction was 
found to be negative 15 times. Tracheal tug as 


severe cerebral 


CASES, 
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physical sign was criticised, the speaker only having 
found it present once in 61 cases of thoracic aneurysm. 
He considered the value of the Wassermann reaction 
in cases of myocardial damage to be very doubtful 
owing to the total want of correspondence between 
the clinical and pathological findings. 


Dr. D. NABARRO (London) reported the occurrence 
of chorea and rheumatic heart disease in a child 
aged S at the Hospital for Sick Children, Great 


Ormond-street. who developed keratitis while under 
treatment. He was found to have Hutchinson teeth 
and a strongly positive Wassermann reaction, and 
under adequate antisyphilitic treatment 
almost complete recovery, including a 
Wassermann reaction. 

Sir HumMpHRY ROLLESTON pointed out that the 
lesions found in the acute exacerbations of visceral 
syphilis were in their nature secondary rather than 
tertiary syphilitic phenomena. He asked how far 
to-day syphilis might be regarded as actually cured 
by modern treatment. in view of the 
record of reinfections. 

Dr. H. J. STARLING (Norwich) discussed the indica- 
tions for Wassermann test in heart disease. He con- 
sidered that aortic valve lesions, pallor, wasting, and 
a grade of illness disproportionate to the lesions 
found, or a reluctance to recover, all called for this 
investigation. He reviewed the coexistence of 
syphilis with other infections, and the possibility of 
exacerbation from any active sepsis in the course of 
active antisyphilitic treatment. 

Prof. Joun Hay (Liverpool) criticised the discus- 
sion on the grounds that although syphilis might be 
the original cause of a-cardiac lesion, yet the illness 
from which the patient suffered and for which treat- 
ment was sought was cardiac failure. It followed 
that to treat the antecedent syphilis might do harm 
rather than good, while to deal with the essential 
symptoms of circulatory insufficiency was the essen- 
tial clinical demand. He suggested that a percentage 
of 30-60 of all hospital autopsies showing definite 
signs of syphilis was one three four 
greater than anything accepted as probable in this 
country. He asked Prof. Warthin for any possible 
explanation of this discrepancy and also for 
data to estimate the cardiac reserve in that 
of reported by him in which dramatically 
sudden death occurred and revealed at autopsy a 
widespread generalised syphilitic myocarditis. 


made an 
negative 


continued 


times 


any 
series 


Cases 


Dr. G. J. LANGLEY (Manchester) reported the 
Wassermann results from cases in his own cardiac 
clinic. The only case of thoracic aneurysm occurring 


in the past ten years which gave a negative Wasser- 
mann test was found at post-mortem to have no 
aneurysm. Aortic disease constituted 12) per cent. 
of all cardiae lesions. 42 per cent. were rheumatic 
and 35 per cent. syphilitic; 18 per cent. showed 
thoracic aneurysm. Myocardial degeneration. 
shown by a form of electrocardiogram differing widely 
and grossly from normal, occurred 43 times, of which 
the Wassermann reaction Was positive three times in 
16 In nine cases of complete bundle-branch 


as 


CASES, 


block the Wassermann reaction was only partially 
positive in one. being negative in all the others. 
Dr. Langley did not. therefore, regard syphilis as 


being the usual cause of gross myocardial disease. 
Prot. WaArTHIN, in reply to various inquiries. 
stated that 40 years ago the State of Michigan as a 
lumber camp was infected with a peculiarly virulent 
type of syphilis. which might explain the very high 
percentage of findings at the autopsies of to-day. He 
reiterated his figures of 30-60 per cent. of syphilis 
for all hospital autopsies. He stated that even with 
the special Kahn test. much less with the ordinary 
Wassermann test, many results were negative in 
cases which later were proved histologically to be 
syphilitic ; even in such diseases as thoracic aneurysm 
the Wassermann reaction and Kahn test were not 
uncommonly both quite negative. He discussed the 
distribution of syphilitic histological changes in the 
sexes. Syphilis was common in the testis, but was 





never found in the ovary; it was common in the 
heart. central nervous system, and aorta of man, but 
rare in woman. He further stated that syphilis 
tended to remain entirely latent in women till afte: 
the menopause, when acute exacerbations were 
common. His experience of actual cure was that it 
never occurred. Treatment must be maintained 
certainly for five years, and probably longer; immu- 
nity might be established, but probably not for all 
strains of the spirochaete. Reinfection so-called could 
be explained on two heads: (1 ) The second chancre was 
not atrue chancre; insome cases he had demonstrated 
the absence of spirochetes, the lesion being septic 
in origin. (2) In other cases, the reinfection was 
due to another strain of the organism. He knew ot 
only two causes for thoracic aneurysm: syphilis, and 
the Streptococcus viridans of bacterial endocarditis, 


SECTION OF NEUROLOGY 


LOGICAL 


AND 
MEDICINE, 


PSYCHO- 


THE VOLUNTARY BOARDER. 

Prof. JUDSON S, 
this Section. 

Dr. HENRY YELLOWLEES (London) opened a dis 
cussion on the present position of the 
boarder. He said that there were three ot 
‘mental’ institutions in this country: the counts 
or borough establishments for rate-supported patients, 
the privately owned “ licensed the 
registered mental hospitals. In rate- 
aided 


Bury (Manchester) presided over 


voluntary 


classes 


and 
to 


houses,.”’ 
addition 


patients. many of the county asylums could, 
and did, admit paying patients at a low figure, but 
no patient could be admitted to these institutions 


unless he had been certified and a magistrate’s order 
for his “detention” obtained. This was probably 
the greatest blot on our present lunacy administra 
tion. Only the licensed houses and the registered hos 
pitals received voluntary boarders. A) voluntary 
boarder was a person who entered the institution on 
his own request, and was free to leave it at 24 hours 
notice. should he desire to do so, The all-important 
statement must be added that a voluntary boarde: 
might only remain under long he was 
definitely desirous of doing so and capable of eXpress- 
ing his desire. In other words, expressed willingness 
to remain was the sole criterion of a patient's suita- 
bility to stay in a mental hospital on a voluntary 
basis. A very profound degree of mental disturbance 
Was quite compatible with a wish to remain under 
care, but in practice this was not considered. So long 
as the patient wished to stay in hospital he remained 


Care SO as 


a voluntary boarder, and therefore a legally sane 
man, Whatever his symptoms might be. Once let 
this willingness to remain falter, disappear. or fail 


to be expressed, and the patient must be certified as 
of unsound mind. There was no more pitiable 
reductio ad absurdum than this, that the deciding 
factor as to a person’s legal sanity or insanity was 
simply whether or not he could express a desire to 
remain in hospital. It took for granted that the 
patient meant what he said, and would not say whad 
he did not mean. 

\ more important question was that of the patient 
who, having entered a mental hospital of his own 
accord, became, owing to illness, incapable of express- 
ing his wishes one way another. It was this 
problem of the non-volitional case which had always 
been the centre of controversy, and had led to the 
familiar criticism that if a patient, fearing an acut« 
mental attack, entered a mental hospital, he would 
not be permitted to remain when the very illness for 
which he sought care supervened, should it 
him incapable of expressing his wishes. Also, it must 
be noted, that the cause of the patient’s lack of 
volition had nothing whatever to do with the case. 
Should a patient suffering from the nervous 


or 


rende! 


and 


mental after-effects of, say, concussion, seek admis- 
sion, and subsequently lapse into unconsciousness. 
that. as the law 


there was not the faintest doubt 
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stood, he ought to be either certified or 
And if this was so, how much more was 
confused patients, of irritable, excited patients, of 
patients who were swayed hither and thither by 
constantly varying delusional fancies, and of melan- 
cholies whose entire loss of volition and querulous 
objection to deciding anything were their 
fundamental symptoms ¥ All such and 
many others, said the law, must or 
certified. 


removed, 
it true of 


among 
patients, 
be removed 
The Inte rpretation of the Law. 

Our Lunacy Act said very little indeed about 
voluntary boarders. So far it concerned itself 
with them at all. it regarded them purely from the 
point of view of the liberty of the subject. It looked 
on them as people who had taken the risk of jeopar- 
dising their personal liberty and must be safeguarded 
from any unscrupulous persons who might attempt 
to take advantage of this fact. The conception of a 
voluntary boarder a sick person seeking advice, 
treatment, and care in a medical establishment was 
utterly foreign to the Act. The unenviable task of 
interpreting and administering the law as to volun- 
tary boarders fell on the Board of Control, and, 
taking it all over, the result was such a reasonably 
broad and common-sense interpretation that all con- 
cerned had for thankfulness. The voluntary 
boarder had particular cause for gratitude. Among 
many other things, the Board of Control did all it 
properly could to avoid or post pone the certification or 
removal of the non-volitional case. When there was any 
cround for expecting return of volition in a reason- 
able period a week or two's grace was usually granted, 
particularly when, as almost always happened. the 
relatives urgently desired it. Nevertheless. the non- 
volitional patient could) not legally remain in a 
mental hospital. That was the crux of the whole 
matter: it was the problem which had so far proved 
insoluble, and seemed likely to remain until the 
public view of mental illness and its treatment had 


as 


as 


cause 


so) 


been completely re-educated and the law entirely 
recast. 
tHlernatives to Certification, 
Assuming that care and treatment at home were 


impracticable. as they 
there was no alternative 


of 
There were, 


were In a majority 
to certification. 


CASES, 


however. two other possibilities which might be 
legalised. First. it might be made legal to retain 
such a patient in a nursing home, “ free from the 


taint of lunacy.” Dr. Yellowlees mentioned this only 
to condemn it. To begin with. he said. why should 
the nursing home be given authority to retain certi- 
tiable patients without certificate when such authority 
was withheld from the mental hospital | Further. 
such a course would deprive the patient of what was 
incomparably the best means of treatment for him. 
There was no form of disposal for mild or severe 
mental cases to compare for one moment. as regards 
efficiency. economy. and results with residence in a 
modern mental hospital. The speaker had held that 
view when he was a medical superintendent. He 
held it equally firmly and expressed it more readily 


now that he was no longer engaged in institutional! 
work. Secondly. it might be made legal to retain 


uncertified in the mental hospital a voluntary boarder 
who had become non-volitional. This was the ideal. 
but how it was to be contrived was hard to see. In 
the present state of public opinion, Dr. Yellowlees 
confessed he could imagine no workable system of 
‘safeguards * which would be likely to meet with 
general acceptance. The best that the Royal Com- 
mission could was an elaborate process of 
provisional certification. It was a clumsy sort of 
compromise Which would have been unworkable. and 
in any case did not meet the difficulty. As things 
were, however, there was no alternative to certifica- 
tion if the voluntary boarder who had become non- 
volitional was to remain. One practical difficulty 
immediately presented itself. If the patient was 
certifiable. and his relatives wished him to remain 
where he was and were content that he be certified, 


suggest 








of the patients admitted to a central hospital at 





was it fair to proceed with this and retain liim as a 
certified patient ¥ A majority of the public regarded 
it as a gross breach of faith in the patient 
who wished Many mental hospitals went 
the length of refusing to keep as certified those who 
had been with them as voluntary boarders, and there 
was something in this gesture, though 
hard to see what principle was involved, 


case ota 


to leave, 


as a it Was 


The process of certification should not be nec 
but it would remain so until we had provided a mor 
satisfactory alternative, and. in particular, until we 
had solved the problem of the non-volitional case. 
That it was utterly distasteful to both the lay and 
medical public there was not the slightest doubt. A 
large majority of the public 
certification as the first and greatest consideration in 
mental illness. This was in many ways a_ pity. 
There was much to be said in favour of certification 
In anv cases, even under the existing law. and most 
of the public horror of it was the result of 
and prejudice. 


ssarv. 


regarded avoidance of 


MNOranes 


The Grading of Pati nits, 

The dread of * asylums.” as apart from the mer 
process of certification. was of course what affected 
the intending voluntary boarder. though to a much 
less degree, strangely enough. than it did the rel: 


tives of the certified patient. It was the old question 
of “grading ”’ which was at the bottom of it all. 
The extraordinary variety in the s¥Vmptoms and needs 


any 
size. along with the constant dead weight of irrecover- 


able chronic e presented a problem which needed 
among many other things almost unlimited space 


asses, 


staff. and money for its solution. For some vears 
he had been convinced that this difficulty was being 
met in the wrong way—namely, by keeping mild 


cases away from the mental hospital. which. with all 
its drawbacks, was infinitely the best place for them. 


Dr. Yellowlees had long thought that we should 
begin at the other end, and remove to completely 
separate and independent branches of the mental 


hospital the chronic. unpleasant. and noisy) cases, 
It would need more than two separate establishments 
to do the thing ideally. and. of . the 
though entirely separate. would to 
enough for quick and easy interchange of 
A scheme of the Kind was actually 


COUPSE branches, 
by heal 


patients. 


have 


nm preparation in 
London just now, the pioneers being the Governors 
of St. Luke’s Hospital. When completed, the 
reorganised St. Luke’s would consist of three separate 
establishments. one in London and two near it——one 
of them for quiet. recent. coOperating patients : the 
second for noisy and troublesome acute cases and 
irrecoverable chronic ones: and the third for eon 
valescents. He mentioned this scheme. not to discuss 
it. but to show what could be done and was being 


done in the face of quite extraordinary difficulties. 
It was to the general body of the profession that we 
might fairly look for help. There could be no better 


outlet for the organised activity of the profession 
and of the B.M.A. than a combined effort to bring 
just a little more science, broadened humanity. a 


little more practical good sense, into our dealings with 
sufferers from the saddest of all human ills. 
in 


Conditions Scotland. 


Prof. G. M. RopertTson (Edinburgh) said that 
while Dr. Yetlowlees had restricted his observations 
on laws and practice to those prevailing in England, 
he (Prof. Robertson) proposed to supplement his 
remarks an account of the laws and practice in 
Scotland. The experiment of treating patients suf- 
fering from mental disorders voluntarily was first 
tried in Scotland in 1862.) The voluntary patients 
who were admitted to mental hospitals in) Scotland 
under the 1862) Act were all of unsound mind. and 
any person could be admitted as a voluntary patient 


by 


provided he made a written application to that 
effect. After admission to a mental hospital hie 
might continue to enjov the status of a voluntary 
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patient, so long as he lived and did not give ‘‘ notice 
of his intention or desire to leave.’ As Scotland 
enjoyed such exceptional facilities in law for volun- 
tary treatment, the number of voluntary admissions 
of this class was very large and far exceeded the 
number of those who were certified. There were two 
great differences between the English and Scottish 
lunacy laws relating to voluntary patients. (1) Accord- 
ing to the strict interpretation of the English law, a 
person of unsound mind, one who could be certified, 
could not legally become a voluntary boarder; or, 
after he became one, could not remain so. In practice 
this law was not now strictly administered ; never- 
theless the legal difficulty existed and frequently 
created problems. No such difficulty existed in 
Scotland, and the question whether the voluntary 
patient was of sound or of unsound mind did not 
arise. One condition only need be fulfilled for 
becoming a voluntary patient in Scotland—namely, 
a written application expressing a desire to submit to 
treatment. The presence or absence of sanity was 
not a condition. (2) A voluntary boarder might only 
remain as such in England so long as he was definitely 
desirous of remaining so. In Scotland there was 
only one condition that normally put an end to the 
status of a voluntary patient and that was when the 
patient himself gave ‘“ notice of his intention or 
desire to leave.” 

The problem of the non-volitional case was two- 
fold: first, it concerned the case already in a mental 
hospital as a voluntary boarder, and, secondly, the 
case at home not yet placed in a hospital. In the 
first place a voluntary boarder who had become 
non-volitional could not remain as such in a mental 
hospital in England. In Scotland he could, so long 
as no notice of his intention or desire to leave had 
been given. As the question of the soundness or 
unsoundness of mind of a voluntary patient did not 
arise in Scotland, the problem of the non-volitional 
case was so far simplified. In the second place, 
Dr. Yellowlees had discussed the question of the 
disposal of those non-volitional cases not yet placed 
in mental hospitals, and who could not be cared for 
and treated at home. He had stated that for these 
‘there is no alternative to certification.’’ For 
over 80 vears it had been legal in Scotland to treat 
a patient suffering from mental disorder, with a 
view to his recovery, in any house or home, without 
certifying him to be insane. The authority for this 
was the well-known ‘“ Schedule G.”’ and its provisions 
had been more or less closely followed in Bill after 
Bill for England, none of which had, however, passed 
into Acts. Dr. Yellowlees had mentioned treatment 
in a nursing home “ only to condemn it.’’ and Prof. 
Robertson agreed, provided he referred to ordinary 
nursing homes in England. A very different situa- 
tion, however, existed in Scotland. where a public 
corporation, with a disinterested board of managers 
and with unbounded resources, provided special 
nursing homes for mental patients. Prof. Robertson 
considered that at present such nursing homes were 
the very last word in the treatment of non-volitional 
cases of mental disease, without certification. As an 
example, the managers of the Royal Edinburgh 
Hospital at Morningside had established six associated 
nursing homes for nervous and mental patients. 
These admitted about 150 patients a year, and the 
demand for admission from all parts of Great Britain 
was so great that all these homes were full and three 
more were about to be opened. There was reason 
to be thankful for the advantages enjoyed in Scot- 
land in the voluntary treatment of private patients, 
but the treatment of the poor had not kept pace 
with this progress. There had been legal difficulties 
in the way, just as there were at present in England. 
By the repeal of the provisions of Section 64 of the 
1913 Lunacy Act (the Local Government (Scotland) 
Act) these legal difficulties had been swept away, 
and there was nothing now to prevent the rate- 
aided poor from enjoying in the future all the advan- 
tages of voluntary treatment that the rich had enjoyed 
in the past. 


cases 





Discussion. 

Sir HuBERT BonpD (London) considered that much 
confusion had arisen concerning the subject of the 
voluntary boarder largely owing to (a) the erroneous 
manner in which the term ‘ voluntary ’’ had been 
employed (it was often used as meaning early, mild, 
or recoverable, and was applied to such cases) ; 
(b) the continued application of the term ‘* boarder ” 
which was entirely misleading. Originally and in the 
Act, this term was only used for (1) those patients 
who had previously been under certificate, and who 
desired to re-enter the hospital on a voluntary basis ; 
and (2) the relatives of patients who desired to board 
in the same hospital. The speaker did not regard 
with favour the terms “ involuntary”? and ‘ non- 
volitional ’’ as applied to patients; moreover, the 
public did not understand them. According to their 
attitude to treatment, Sir Hubert Bond would 
prefer to divide patients into three classes : (1) willing, 
(2) indifferent, and (3) unwilling. Changes in the 
present legal position were certainly desirable, but 
he considered that it was impossible to do without 
certification. He hoped it would be retained especi- 
ally for those cases who were unable to perceive that 
they were mentally ill, and also for the protection of 
individuals brought into contact with those often 
hostile and dangerous cases—the *‘ unwilling ’”’ class. 

Dr. E. MApoTHER (London) considered that the 
Board of Control had persistently obstructed and 
restricted ‘‘ voluntary ”’ treatment. The law in per- 
mitting this for the recurrent case had obviously 
intended permission to continue when certifiable. 
The Board had not only insisted on certification 
when possible in the recurrent case, but opposed 
voluntary treatment in all but the recurrent case. 
In his (the speaker’s) view there was nothing in the 
law to prevent continued treatment as voluntary 
boarders of either certifiable or non-volitional patients. 
This view was strengthened by the fact that such a 
régime had been approved by the Board and in force 
for six years at the Maudsley Hospital. Elsewhere 
the Board was slowly being forced by the pressure 
of outside opinion into action upon the two principles : 
(1) that the sole criterion of fitness to be a voluntary 
boarder was willingness, and (2) the sole criterion 
of willingness was the last expressed wish of the 
patient. The moral was that before the essential 
changes in the law (such as financial provision for 
voluntary patients in public hospitals) a change both 
in the policy and personnel of the Board of Control 
was necessary. 

Dr. HELEN Boye (Brighton) said that there was 
every reason to be profoundly dissatisfied with the 
present position of voluntary boarders. Provision 
in this respect was made only for the well-to-do ; for 


the poor the status of a voluntary boarder was 
unattainable. It was a matter for urgent improve- 
ment. For 25 years various promises had been 


made for the acceptance of voluntary boarders in 
county asylums, but nothing had yet been done. 

Dr. R. EAGER (Exeter) said that he had no personal 
experience of voluntary boarders since he was in 
charge of a county mental hospital from which such 
patients were excluded in the present state of the 
lunacy laws. It was surely time these laws were 
altered so as to allow the same facilities to the rate- 
supported as now pertained only to private patients 
When the Lunacy Act was framed in 1890 it was 
evident that the sole idea in the minds of those who 
drew it up was one of detention to guard the patient 
from ill-treatment and to protect the public from 
homicidal attacks and other risks of disturbance. 
The idea of treatment was not to be gathered from 
reading the Act; it was quite time for something 
to be done to make the law in this matter meet modern 
progress. Dr. Eager had had patients obviously 
suffering from symptoms of early mental disorder 
come to him and ask for admission and had had to 
refuse them and to tell them. Also, the fact was 


that they had to wait until their symptoms had so 
increased as to be easily recognised not only by the 
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practitioner but by a magistrate who need not be a 
medical man. He hoped that some alterations would 
soon be made to right the wrong. 

Dr. W. A. Ports (Birmingham) in dealing with 
the question why the mental case could not be 
certified and removed to hospital in the same way 
as a case of infectious disease, considered that not 
only the public but also the medical profession 
needed more education on the subject. His experi- 
ence was the majority of nervous and early mental 
cases had been told either that there was nothing 
wrong with them, or that their condition was due to 
their own fault in worrying and having silly ideas. 
Instead the patient should be told that he was 
suffering either from some chronic infection, or, if 
thorough investigation disproved this, from a mental 
conflict which was not his fault but the consequence 
of an unsatisfactory environment—past or present. 

Colonel F. E. FREMANTLE, M.P., said that he was 
quite sure that there was not a single Member of 
Parliament who did not sympathise with the diffi- 
culties regarding voluntary boarders and early 
mental cases. It was essential it should be brought 
more to the notice of the public and also to that of 
their representatives in Parliament. Medical men 
needed to impress the necessity for lunacy reform on 
lawyers and on Members of Parliament. It was 
essential to try to get the Government to include the 
necessary legislation as part of their programme. 

Dr. C. A. MortTiock-Brown (Braunton) pointed 
out that if a patient was under certificate the petitioner 
had right of access to him and could not be refused ; 
whereas no relative or friend of a voluntary boarder 
had any such right. Patients designated ‘ non- 
volitional’ and ‘involuntary’? would also be 
deprived of this form of protection if they were not 


certified. She considered that the present legal 
classification of ‘certifiable’? and * non-certi- 
fiable’”? was a more or less practical working 


one. With regard to classing patients as ‘* voluntary ” 
and ‘ non-volitional”’ or “ quiet’? and “noisy.” 
it would be no easier to say if a patient on 


the following day would be willing or noisy than 
it was now to decide whether he would be certi- 
fiable. She desired to appeal for the appointment of 
two medical women commissioners to the Board of 
Control. 


SECTION OF DISEASES OF CHILDREN. 
TONSILS AND ADENOIDS. 


With Mr. T. TwistTiInGron HiGGins (London) in the 
the chair, a discussion on tonsils and adenoids in 
their medical and surgical aspects was introduced by 
Mr. J. ARNOLD JONES (Manchester), who said that 
there was no medical topic which the laity of these 
islands discussed with more frequency, more verve, 
and more ignorance. The function of the tonsils was 
still in dispute, but it seemed most reasonable to 
regard them as organs for the defence of the respira- 
tory and digestive tracts during the early years of 
childhood. When a tonsil became chronically hyper- 
trophied or diseased it lost its defensive powers and 
came to resemble a choked filter. This was borne 
out by the greater frequency with which children 
possessing such tonsils contracted infectious diseases, 
and the severity of the ear and throat complications 
in such cases. 

Adenoids. 

When the pharyngeal tonsil became hypertrophied 
and gave rise to definite symptoms adenoids, or 
adenoid vegetations, were said to be present. Whilst 
the cause of this hypertrophy was unknown it was 
most probably due to a lowered vital resistance and 
an exciting or local cause, such as catarrhal attacks 
or infectious fevers. Adenoids were most common 
between the ages of 3 and 14 years, but might be 
present at birth and not infrequently produced 
symptoms during the first year of life. 

The symptoms of adenoids could be classified into 
four groups: (1) Nasal obstruction, often accom- 





panied by a muco-purulent or purulent discharge. 
Here the classical picture, open mouth, rabbit teeth, 
noisy respiration, and the so-called adenoid facies, &c., 
was often encountered. (2) Secondary affections. 
The most common and most important secondary 
affection was aural, with consequent deafness, sup- 
puration, and other sequelae. Other affections were 
chronic cervical adenitis, defective pulmonary 
expansion, chronic bronchitis, and gastro-intestinal 
catarrh. (3) Reflex neuroses. Under this heading 
came enuresis, night terrors, and twitchings. In 
asthma the adenoids should always be removed. if 
present, and also in chorea, laryngitis, stammering, 
and convulsions. (4) Constitutional changes. These 
might be physical or mental. 


The diagnosis was usually easy. Posterior rhino- 
scopy was preferable to palpation with the index- 
finger as this procedure often upset the patient. In 
the presence of diseased adenoids surgical removal 
was the only treatment. For this purpose StClair 
Thomson's cage curette was the best instrument. 


Immediate haemorrhage after operation was usually 
very brisk, but as a rule ceased within a few minutes. 
True secondary hemorrhage was rare, and the 
speaker had only had two instances in over 12.000 
There was no doubt that adenoids could recur 
after efficient removal. 


cases, 


Tonsils. 

The indications for tonsillectomy given by 
Jones were: (1) Any interference, night or day. with 
respiration or with speech. (2) Chronic enlargement 
of the cervical glands, which might be due either to 
chronic sepsis of the tonsils or tuberculosis. 
Recurrent sore-throats due to frequent 


Mr. 


(3) 


attacks of 


tonsillar inflammation or peritonsillar abscess. (4) 
Systemic infections attributable to a focus in the 
tonsil, such as rheumatism, chronic ill-health, and 


occasionally a rare toxemia. 
tonsillitis. (6) In diphtheria 
infection was persistent. 

The size of a tonsil was no guide to the degree of 
sepsis ; indeed, small tonsils were often the worst 
offenders. Two important diagnostic points were the 
demonstration of pus in the tonsil by pressure with 
a tongue spatula, and enlargement of the glands at 
the angle of the jaw. Mr. Jones did not think that in 
those cases where an operation for the removal of 
adenoids was the tonsils should be 
removed as a routine measure. 

Of the two methods of tonsillectomy in 
namely, the guillotine and dissection—he was quite 
convinced that in expert hands the former was the 
safer, being, as a rule, a much shorter operation and 
equally efficient. Dissection required deep anaesthesia 
and this made it a major operation. The ultimate 
results of the dissection method were no better than 
those of the guillotine. In efficient hands complete 
enucleation could be accomplished by either method ; 
with an inefficient operator either method might fail. 
The guillotine Mr. Jones preferred was Heath’s, but 
he had also recently tried the Popper-Heath modifi- 
cation with every satisfaction. After the operation 
bleeding was usually brisk for 30 to 60 seconds and 
then ceased spontaneously. If the bleeding continued, 


(5) Chronie 
* carriers,” 


lacunar 
when the 


necessary also 


use-— 


pressure, hydrogen peroxide, or adrenalin might 
be used, but it was very rarely necessary to apply 


a ligature. 

Where the tonsils were efficiently 
results were excellent as regards all the indications 
for operation he had enumerated, except chronic 
enlargement of cervical glands and systemic infections. 
In those cases in which a cure was not obtained it 


enucleated the 


would be found that tonsillar tissue had been left 
behind. 
Discussion. 
Dr. T. A. GOODFELLOW (Manchester) spoke from 


the point of view of the general practitioner, to whom, 
he said, the réle of diseased tonsils and adenoids in 
childhood was of daily concern. The acute cases of 
tonsillitis were of almost greater importance than the 
chronic cases as, by proper treatment, dire after- 
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results in later childhood and puberty could be pre- 
vented. Whilst the diagnosis of adenoids might be easy 
inthe hands of the expert there were a large number 
of cases where the mass of adenoid tissue removed at 
operation was out of all proportion to the symptoms 
present. Hence their removal was important in 
every suspected case. The conditions in the patient 
calling for the services of the expert were: mouth- 
breathing. respiratory catarrhs, all aural conditions 
from deafness to otitis media, recurrent and per- 
sistent febrile attacks with no other cause, and a 
familial tendency to adenoids which was notable 
especially among Jews. The diagnosis of tonsillar 
enlargement was usually easy; the difficulty was to 
know when to operate and when not to operate. 
Local medicinal treatment could do much good in 
some cases ; it might lead to a fibrosis of the tonsillar 


tissue analogous to that occurring normally at 14 
to 16 vears of age. If. after one attack treated 
medically, there was one relapse, then the tonsils 


Dr. Goodfellow 
opinion) almost 


should be removed. In conclusion, 
spoke strongly against the (in his 
unjustifiable removal of tonsils and adenoids in the 
out-patient departments of hospitals, and condemned 
the practice of allowing children to go home a few 
hours after operation. 

Miss GERTRUDE HERZFELD (Edinburgh), speaking 
as a general surgeon, said she was interested in the 
relationship of tuberculous cervical glands to tonsils 
and adenoids. During the last five years 646 cases of 


cervical gland tuberculosis had been dealt with by 
radical operation at the Edinburgh Children’s 
Hospital. In a large number of these the tonsils 


appeared healthy and not enlarged, and therefore they 
must have failed in their protective function. The 
tonsils had been examined histologically in her last 17 
cases, and in 9 of them signs of early tuberculous 
infection were present. Cervical tuberculous glands, 
she said, very rarely appeared after tonsillectomy for 
simple hypertrophy, so that this operation at an 


early age might prevent the oe of such 
infection in later childhood. Othe cnildren who 
required tonsillectomy were those with simple 


enlargement of the cervical glands, those who had had 
pneumococcal or other infections which might reach 
the blood stream through the tonsils, and those who 
suffered from general weakness and hypotonia, as 
shown, for instance, by flat-feet. The diagnosis of 
adenoids was not always simple. The possibility of a 
retropharyngeal abscess should always be borne in 
mind, and digital examination carried out in all 
doubtful cases, especially those of short duration. 
In Miss Herzfeld’s opinion skilful removal of the 
tonsils with the guillotine was the best method of 
tonsillectomy. 

Dr. Davip NABARRO (London) gave the result of 
some investigations carried out by Dr. R.A. 
Macdonald and himself. The organism of rheumatism 
was often said to be found in the tonsils. They 
examined bacteriologically the streptococcal flora in 
50 tonsils removed from rheumatic children and 48 
from non-rheumatic patients. Whilst admitting that 
the classification of streptococci was not yet very 
satisfactory they did not find any marked difference 
in the streptococcal flora of the two groups ; in other 
words, the rheumatic cases could not be told from the 
non-rheumatic ones. Although tonsillectomy was of 
value in acute rheumatism the causal streptococcus 
had not yet been established. The considerable 
difference of opinion amongst investigators made it 
very difficult to correlate their findings. It was pro- 
bable that the soil was more important than the 
seed and hypetsensitiveness to streptococci might be 
the cause. The tonsils might well be the place where 
repeated small doses of infection occurred giving rise 
to this hypersensitiveness. Thus tonsillectomy in 
rheumatic cases was probably a valuable therapeutic 
and prophylactic measure. 

Dr. JerFFREY RAMsAy (Blackburn) said that 
infected tonsils were a potential or actual source of 
danger to their owners. Sometimes it was hard to 


say whether the tonsils were infected or not. and it 





was in such cases that tonsil puncture. devised by 
Dr. C. M. Pearce and himself, was most useful. He 
described the details of his method and pointed out 
that both tonsils should be examined, since one might 
be healthy and the other diseased. In over 60 per 
cent. of cases he was able to obtain streptococei in 
culture. Hence the method was of value for the 
detection of these cases, and by the removal of these 
tonsils rheumatism could be prevented. Tonsil 
puncture was valuable. too, in the detection of cases 
of diphtheria ** carriers..".”. He quoted one case where 
a swab from the surface of the tonsil vielded but a 
feeble growth of diphtheria bacilli, yet tonsil puncture 
showed the presence of very virulent organisms. 

Dr. F.C. Eve (Hull) demonstrated his method of 
tonsil suction by means of his simple instrument. 
By suction the tonsil could be turned inside out and 
the pus obtained could be shown to the patient. He 
also showed another instrument, for therapeutic use, 
by means of which, he claimed, the tonsillar crypts 
could be cleared out and disinfected. Tonsillectomy 
was admittedly the better treatment, but was often 
out of the question, especially in adults. If septic 
tonsils were cleaned out by a course of suction before 
enucleation the danger of hemorrhage could be 
minimised. His simple instruments afforded the 
general practitioner an opportunity, diagnostic and 
therapeutic, which was not available to him before. 

Mr. DENNIS BROWNE (London) doubted if the 
tonsil had any defensive mechanism. Further. it 
was not possible to say whether nasal catarrh was 
due to adenoids or caused the adenoids, or whethet 
both were due to a common cause. Turning to the 
choice of operation for the removal of tonsils he 
insisted most strenuously that the method of dis- 
section Was superior in every way to the guillotine. 

Mr. F. H. DiGGLe (Manchester) advised against 
digital examination of adenoids because it frightened 
the children, and said that in his experience, too, 
adenoids did recur after efficient operation. Tonsils 


and adenoids might subside with efficient nasal 
hygiene and never recur, though nasal drill and 
hygiene in his hospital practice had not had 


beneficial results. Mr. Diggle used both the method 
of dissection and the guillotine. Even after complete 


removal of the tonsils freedom from further sore- 
throats could not be guaranteed. 
Dr. H. Bracrky (Warwick) spoke from the point 


of view of the school medical officer. Slight rickets. 
a bad stance, flat feet. and a general flabbiness of the 
body and even some flabbiness of the mind 
result from diseased tonsils and adenoids. He asked 
Mr. Jones if he had met with cases of adenoids in 
which the only symptom was headache. 

Dr. ESTHER CARLING (Berkshire) said that she had 
charge of a small sanatorium for potentially tuber- 
eculous children. Many of them suffered from 
diseased tonsils, and in her experience the improve- 
ment obtained after removal of the tonsils and 
adenoids was very gratifying. There was no doubt 
that many children were labelled as suffering from 
suspected tuberculosis when they were really suffering 
from tonsils and adenoids. Dr. Carling joined with 
Dr. Goodfellow in declaiming against the practice of 
removing tonsils and adenoids in the out-patient 
departments of the hospital, with early despatch home. 

Dr. C. P. LAPAGE (Manchester) expressed his beliet 
that tonsils and flat feet were associated, the flat feet 
resulting from the hypotonicity consequent upon the 
toxwmia occasioned by the tonsillar sepsis. In heart 
disease, too, there was a condition of toxemia. and 
it was not wise to refer to such cases under the term 
of chronic rheumatism. Post-operative genera! 
medical measures and nasal hygiene were matters of 
considerable importance. 

Dr. H. T. ASHLEY (Manchester) said that all 
tonsils and adenoids did not require removal, though 
in suitable there was no more important 
operation. The incidence of sore-throats in a small 
rheumatic clinic under his charge was very high. 
although nearly all the children had had their tonsils 
removed, 


might 


cases 
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Prof. C. W. VINInG (Leeds) after enumerating the are crowded out. The reader may well ask how 
diseases in which he considered removal of tonsils | the general practitioner is to aequire special skill if 
beneficial, said that in rheumatism the operation | he only sees abnormal cases. or how he is to bs 
had no considerable value. Removal of the adenoids | rendered safe for abnormal cases if his contact wit! 
did not prevent chorea. In asthma, enuresis. | infected wounds in practice is liable to cause him t 
glandular fever, tuberculous glands, 


or recurrent 
pneumonia he had not seen benefit from tonsillectomy. 
He decried the present tendency for the wholesale 
removal of tonsils and adenoids in school-children. 

Dr. S. STEPHENSON put in a strong plea against 
children going home after operation at the 
hospital out-patient department, and = after Mr. 
ARNOLD JONES had briefly replied to the discussion, 
a resolution was passed by the meeting to the effect 
that removal of tonsils and adenoids in children 
should not be done as an out-patient operation, and 
that provision should be made for them to be kept 
under observation for at least 48 hours. 


Soon 





Rebietus and Astices of Books. 


CAUSES AND PREVENTION OF MATERNAL MORTALITY. 
By Henry JELLETT, B.A., M.D. Dub., F.R.C.P.L., 
Consulting Obstetrician to 


the Ministry of 

Health, New Zealand: Consulting Gynecologist, 
Rotunda Hospital, Dublin: late Master, Rotunda 
Hospital. London: J. and A. Churchill. 1929. 
Pp. 300, 15s, 

Tuis book is a contribution towards the reduction 
of the rate of maternal mortality. The views 
expressed are based upon the author's experience as 
Master of Rotunda Hospital and in the practice and 
teaching of obstetrics and gynecology in Dublin as 
well as on that gained in his present position of con- 
sulting obstetrician to the Department of Health, 
New Zealand, where he is attempting to tackle the 
problem of the high maternal mortality-rate in New 
Zealand. 

In Dr. Jellett deals amongst other 
related subjects with the care of the pregnant woman. 
the education of the maternity nurse and midwife and 
of the medical adviser. the equipment of the private 
maternity hospital, and the general management of 
labour and the puerperium. Interesting. and to 
British readers, unflattering comparisons are made 
between the training of medical students in certain 
continental countries, especially Holland, and that in 
the medical schools of Great Britain and Ireland. In 
the University of Utrecht, for example, where the 
length of the medical course SIX Vears, Instruction 
in theoretical midwifery begins in the second year 
and continues during the third, fourth. fifth, and sixth. 
By the end of the fourth vear the student has already 
had over 500 hours teaching in theoretical midwifery ! 
In the fifth and sixth vears the teaching is mainly 
clinical. but still eight hours weekly are, in addition, 
devoted to special instruction in practical obstetrics. 
In Amsterdam University “the number of teaching 
hoursin obstetrics is equal to that in general surgery.” 
Is it a coincidence that the maternal mortalitv-rate 
in the British Empire. including New Zealand and 


this volume 


1s 


\ustralia, is 4°22, whereas in the Scandinavian 
countries and Holland it is only 2°55 per L000 live 
births > Dr. Jellett believes that no scheme will go 
far towards reducing maternal mortality in this 


country until midwifery is allotted in the medical 
curriculum a place at least equal to that of surgery. 
but that when the training of the doctor is adequate. 
a scheme in which antenatal supervision is carried 


out by the doctor and normal labours are conducted 
by the midwife. with the medical practitioner. 
specialist. and hospital facilities available when 
necessary. Will go far to solve our high maternal 


mortalitv-rate. The doctor he considers an unsafe 
accoucheur for normal cases, first, because he is liable 
to carry infection, and secondly because he is liable 
to be in a hurry, and therefore the two essentials of 
midwifery—asepsis and the avoidance of interference 

















infect 


cases that are normal. Clearly the patient 
whose labour turns out to be abnormal is doubly 
unfortunate, 

Referring to the methods of Dr. I. W. Potter (of 
Buffalo, not of New York) a propos of unnecessary 
interference with labour. Dr. Jellett states that in 
every case he “ dilates the cervix manually shortly 
after labour begins, turns the normal vertex pr 


sentation into an abnormal foot or feet presentation. 
and extracts the child.” In fairness to Potter 
it should be stated that he not interfer 
until the os is fully dilated. In a final chapter on 
the causes and prevention of maternal mortality Dr. 
Jellett sullis up what he believes to be the essential 
points to which future effect must be directed— viz 

eflicient medical obstetrics. efficient 
training of 


does 


education 
midwives and 


in 


maternity nurses, the 
improvement of maternity hospitals. the general 
recognition of the facts that labour must be carried 
out under aseptic conditions, and that it is not pel 


missible to interfere with 
antenatal supervision 
essential that 
atmosphere 


normal labour. and, finally. 
and care. In the latter it is 
‘the patient should find a sympathetic 
in order that she may Jearn to view the 
clinic as an advisory centre where her various troubl 
are always willingly considered.” 

The book is written in vigorous stvk 
to be read by all who are interested 
midwifery service. 


_P and deserv: ~ 
In an Improved 


EPIDEMIOLOGY OLD AND NEw. 

By Sir WILLIAM HAMER, M.A.. M.D., F.R.C.P.. 

formerly Medical Officer of Health and School 

Medical Officer, County of London. London : 

Kegan Paul. Trench. Tritbner and Co... Ltd. 

Pp. 180. 9a. 

In this book Sir William Hamer has brought 
together the views on epidemiology which he has so 
often expressed in the annual reports of the L.c.c, 
and in contributions to the proceedings of learned 
societies. Those who are familiar with the work will 
probably agree that the title might well have been 
‘Old Epidemiology Rediscovered,” for. although the 
author reveals by casual reference his familiarity 


with the work of the newer epidemiologists, the miain 


trend of the argument is toward showing that Svder 
ham had got hold of most of the truth and that t] 
particularism of the nineteenth century closed our 
eves to the fundamental immutability of the laws 


governing the rise and fall of epidemi s, 


Repeatedly. 


therefore. attention is directed to the remarkab!l 
similarity of the “epidemic constitutions” at the 
end of the sf venteenth eentury ind the setting 
of influenza in our own times 

The book opens with a review of epidemiuologica 
thought from Svdenham to to-day. Chapters foll 
upon the reeent influenzas. contrasts and resen 
blances between the epidemics in’ London of Syvder 
hams time and the present day.the germ theory, and 
a ple a for return to the Hippo ratic method.  LHistoric 
ally. influenza is shown to be an endemic disease wit! 
periods of violent epidemic exacerbation preceded 
and followed by outbreaks of fever with local mani 
festations in the cerebro-spinal system. It is main 
tained that these settings " are so constant that 


the variants. influenza, cerebro-spinal fever, polio- 
encephalitis. and poliomyelitis and lethargic encepha 
litis ought not to be regarded as separate, specific 
diseases. Sir William to have little faith in 
the theory that the micro-organisms hitherto identi 
fied are the main cause of the communicable diseases. 
preferring to dese ribe them rathe 
organisms, 
constant 


Seems 


as “associated 
but he gives no valid explanation of the 
relation of a definitely recognisable 


micre 
organism such as the meningococcus with a 


definite 
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clinical entity such as cerebro-spinal fever. While 
his broad generalisations will be hard to refute, his 
attitude to bacteriology is surely too iconoclastic. 
There may be a middle view. It is conceivable that, 
just as vaccinia may predispose to an infection 
causing encephalitis, the diseases known as cerebro- 
spinal fever, poliomyelitis, and epidemic encephalitis 
may become prevalent as the result of a symbiotic 
association of the micro-organism concerned with the 
virus of influenza in some particular phase of its life- 
history. Moreover, the modern theory of the epidemic 
could not have been formulated without investigation 
which depended upon knowledge arrived at primarily 
by laboratory methods. It is true, however, that the 
obsession of the professional mind with micro- 
organisms made it difficult for a small band of epi- 
demiologists in the latter half of the nineteenth 
century to keep their confréres alive to broad epi- 
demiological conceptions such as those of Sydenham, 
and we owe a debt of gratitude to men like Creighton 
and Hamer for reminding us of the things which had 
been noted about the behaviour of ** fevers’ before 
recognition of their specificity had blinded us to their 
temporal and local associations with one another. 

This book, packed with references as it is, is indis- 
pensable to everyone whose interest in epidemics, 
and especially those of influenza, extends beyond 
their immediate clinical manifestations. 





ULTRA-VIOLET THERAPY. 


Les rayons ultra-violets en thérapeutique. Second 


edition. ar Dr. J. SAIDMAN et associés. Paris: 
Gaston Doin. 1929. Pp. 840. Fr.100. 
Dr. J. Saidman has entirely rewritten his original 


text-book on actinotherapy, greatly enlarged it and 
brought every section well up to date. The book is 
divided into technical, physiological (including physical 
and chemical) and therapeutic sections. All are well 
documented and clearly written and contain summaries 
of the most important ‘work in every field of the 
subject. The vague theories and assumptions 
frequently found in text-books on actinotherapy are 
fortunately absent. The author’s own experiments 
are quoted, especially his researches with mono- 
chromatic light at the Institute of Actinology in 
aris, and recent English and German work is 
reviewed very fairly. The therapeutic section is 
distinguished by a sanity of outlook rare among 
enthusiastic exponents of ray therapy. There are 
few statements at which one could cavil. The 
section on pulmonary tuberculosis is perhaps the 
least satisfactory, since the dangers of irradiating 
patients with early spreading lesions is not sufficiently 
stressed. This is one of the few conditions with which 
we are acquainted in which light treatment can do 
serious harm and if it is used at all it should be only 
by those who combine sound knowledge of actino- 
therapeutic technique with wide clinical experience 
of phthisical patients. Dr. Saidman’s book would 
gain in value if some of the sections were further 
condensed, for the reader with little leisure is liable 
to be put off by verbosity. 





JOURNALS. 
PATHOLOGY AND 
No. 3. Pp. 349-716. 
Further observations on the nature of bacterial 
resistance to bacteriophage, by F. M. Burnet 
(Melbourne). Bacteriophage resistant strains do not 
necessarily change their phase (smooth or rough) 
in becoming resistant; they may be serologically 
identical with the parent strain.—An investigation 
of the serological relationships of 26 strains of 
pasteurella) by J. T. Cornelius (London). The 
serological groups into which a majority of the strains 
fall show no relationship to the animals from which 
they were derived.—The histogeny of teratomata, 
by G. W. de P. Nicholson (London). A teratoma is 
not homologous with an embryo; it is the result 
of self-differentiation of totipotent cells with the 


JOURNAL OF 


BACTERIOLOGY. 
Co a ee oo 


July, 1929.— 





codrdinating influences of an individual.—The patho- 
logical action of light, by A. G. Levy (London). 
On the mouse’s skin, the actions of visible light in 
mice sensitised with hematoporphyrin are the same as 
those of ultra-violet light on ordinary animals. 
Stasis is produced in the vessels with exudation of 
plasma and subsequent necrosis ; there is also hyper- 
trophy of the epidermis.—Animal strains of hemo-, 
lytic streptococci, by J. Smith (Aberdeen). Strains 
from cows, horses, and guinea-pigs cannot | be 
distinguished from human strains.—#sculin fermenta- 
tion and hemolysis by enterococci, by C. Weatherall 
and J. H. Dible (London). Ability to grow in bile 
media and ferment esculin are useful characters.— 
The influence of dilution on the carcinogenic effect 
of tar, by I. Hieger (London). Undiluted tar was not 
more effective than a 10 per cent. solution in benzene ; 


1 per cent. was much less active than 10 per 
cent.—The modifying influence of  dichlorethyl- 
sulphide on the induction of tumours in = mice 
by tar, by I. Berenblum (Leeds). A trace of 


mustard gas prevents tar from producing tumours 
by its action on the skin.—The significance of coccal 
organisms in experimental poliomyelitis, by R. W. 
Fairbrother (London). The cocci found by various 
observers in infantile paralysis are either air con- 
taminations of cultures or terminal invaders.—The 
histology of experimental poliomyelitis, by E. W. 
Hurst (London). The disease is an inflammation 
of the whole nervous system with special involvement 
of the anterior horn cells which are directly poisoned 
by the virus. Microglia plays an important part in 
the cellular reaction.—Red cell diameters in 100 healthy 
persons and in pernicious anwmia: the effect of 
liver treatment, by C. Price-Jones (London). The 
healthy mean diameter ranges from 6-7 to 7-7 pu 
with a mean of 7:2. An _ excessive variability 
of diameter is even more characteristic of pernicious 
anemia than a high mean diameter. Liver treat- 
ment, effective in curing the anw#mia, brings the red 
cells towards, but not always quite up to, the normal 
level.—A statistical study of cholelithiasis, by D. M. B. 
Gross (Leeds). Local disturbances of an inflammatory 
kind are mainly responsible for faceted stones, 
general metabolic factors (diabetes, atheroma) for the 
solitary cholesterol stone.—The action of a cytotoxic 
antiserum on tissue cultures, by J. S. F. Niven 
(Glasgow). An anti-embryo serum kills normal 
kidney, liver, or intestine, mouse cancer and _ fibro- 
blasts, macrophages, &c. When powerful, it inhibits 
subsequent autolysis.—The nature of the lesions in 
generalised vaccinia in rabbits, by J. McIntosh and 
R. W. Scarff (London). The yare due to the specific 
virus and not to the activation of a latent infection 
with—e.g., pasteurella.—Innervation of human cancers, 
by H. Oertel (Montreal). By a modified silver method 
the author finds appearances which he interprets as 
a nervous organisation forming an integral part of 
cancers.—The effect of inhibition of connective tissue 
growth by means of substances present in tissue 
extracts, by T. B. Heaton (Oxford). This paper 
receives comment on p. 342.—Intravitam and supra- 
vital staining, by D. F. Cappell (Glasgow). <A 
comprehensive account of the dyes used = and 
their effects; just how cells stain depends on their 
state of functional activity at the moment. The 
reticulo-endothelial apparatus is considered in detail 
and the author concludes that the dust cells of the 
lung are epithelial in origin.—Books received. 
Proceedings of the Society.—The fragility test 
in cases of jaundice, by W. T. Hillier (Birmingham). 
Best applied quantitatively.—Growth and reproduc- 
tion of B. tuberculosis, by A. D. Gardner (Oxford). 
Follows ordinary lines ; no evidence of any complex 
life-cycle. 


NEw WARD oF EVESHAM HosprraL.—aA_ 14-bed 
ward for men has just been added to Evesham Hospital 
and named ‘* The Burlingham Ward ”’ in recognition of the 
services rendered to the institution by the family of that 
name during the 50 years of its existence. Mr. Charles 


Burlingham, who was present at the opening ceremony, 
became secretary when the hospital was opened. 
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original shape, killed the gross abuses. For the most 
part the new provisions came into operation on 
Jan. Ist, 1929, and are referred to in = many 
parts of the Report, which makes valuable reading 

THE LANCET for all who would understand the working of the 

: Insurance Medical Service. 
eens The extent of that Service in 1928 vives figures to 
sa aa ee — be noted. In England alone 14,300 doctors were 

LONDON : SATURDAY. AUGUST 17, 1929. during last year in insurance practice, while medicines 


A YEAR'S WORK IN THE MINISTRY 
OF HEALTH. 


THE annual report of the Ministry 
1928-29) contains as usual an account of 
many of which have a distinct medical bearing, 
although the report of the Chief Medical Officer of 
the Department is published in a separate volume. 
The record of the Ministry was, of course, prepared 
before the present Government had taken office. I 
deals with the more important business transacted 
by the Department during the twelve months, but 
does not cover matters of routine or detail, while the 
reports by the general inspectors on the administra 
tion of the poor-law during the vear are omitted, 
because these are published separately with a reprint 
of the section in the main Report which deals with 
the subject. 

A policy of continuity has recently the 
marked feature of the health and sanitary legislation 
of this country, and the fact immediately 
from this Report. Ten years ago, during the passage 
through Parliament of the Ministry of Health Act, it 
became that there should be an overhaul of 
the system responsible for any direct health service 
to the country. The Local Government Act of 1929 
is directed to the provision of remedies which have 


of Health 


been 


eThnergves 


oby jous 


been found necessary during the ten years which 
have elapsed since the establishment of a single 
department of Government responsible for the 


supervision of the public health—i.e., the Ministry of 


Health. A prominent defect in the older pattern of 
organisation was constituted by the special areas 
which fell to the control of boards of guardians, 


whose duties as separate and independent authorities 
overlapped the duties of public health authorities in 
many directions. As far as medicine is concerned the 
responsibility placed upon the guardians to supply 
medical and surgical relief for the destitute was in 
many ways a reduplication of effort and a source of 
endless inefliciency. Before the Ministry of Health 
came into existence this anomaly had been pointed 
out and definitely recognised by successive Govern- 
ments since 1917, and at last the administrative and 
financial arguments for the change have prevailed 

in the words of the Report ** what was then desirable 


has since become necessary and inevitable by the 
narrowing of rateable resources.” The National 
Health Insurance Act, 1928, based on the recom- 
mendations of the Majority Report of the Royal 


(‘ommission, 
which 
orders 


has made many improvements of detail 
have necessitated a considerable number of 
and regulations. But the essential scheme 
remains as at first laid down, when it represented the 
policy of continuity by its recognition, as a State 
measure, of the efforts previously made by individual 
members of the medical profession to furnish medical 
attendance on a codperative basis for those of the 
public whose means did not allow of their undertaking 
the separate responsibility of payment. How the 
medical efforts were exploited by lay companies is 
an old story, but the National Insurance Act, in its 


activities, 





and appliances were being supplied as part of medical 
benefit at O00 ol pharmaceutic al 
chemists. As the number of insured persons entitled 


soOTHEe shops 


to medical benefit, an analysis of whose claims 
appears in an earlier section of the Report, was 
about 13,900,000, we find the old ratio of doctor 


to population preserved in the latest development ot 


cooperative practice, and the large figures we are 
dealing with must be remembered when we come to 
consider the price. Medical benefit for this com 
munity cost £8,500,000, of which sum = insurane: 
doctors received nearly £6.200,000) for discharging 


their normal responsibilities in attending and treating 
insured persons ; and about £1,840,000 of the balance: 
was paid to insurance pharmaceutical chemists for 
the supply of drugs and appliances. The 


residue Was 
expended, in sums small by comparison with the 
amounts already stated, in’ financial adjustments 
necessitated by the granting of medical benefit in 


special conditions or circumstances. For example 


about LPOO0 0000 was paid to ceountry doctors on 
account of mileage, a figure that will not appear in 
the least excessive to those who know the demands 


made by a practice where the activities ramify rather 
than (ssistance rendered in 
such matters as the maintenance of telephones, motor 
cars, and branch surgeries, while 
paid to practitioners for medicines and appliances 
supplied by them part of emergency treatment, 
for medicines administered by them personally, and 


concentrate, Was also 


about £190,000 was 


as 


for medicines dispensed by them in country districts 
where no pharmaceutical chemists could be reached 
by the patients. Further sums of about £66,000 and 
£15,000 were paid on account of insured persons who 
exercise their option to make their own arrangements 
for treatment. The number of these is small, a fact 
which that the depreciating view of the 
panel practitioner, which not so long ago could always 
be expected from a certain type of critic, has found 
no public reflection. In which connexion we may 
refer to the sections in this Report dealing with the 
investigation on the one hand with alleged excessive 
prescribing, and on the other with falling away from the 
standard of treatment. These abuses are practically 
absent when the bulk of the work is considered. 


sugevests 


"™ 





THE CONCEPTION OF NEPHROSIS. 
THe label “chronic parenchymatous nephritis 
has long been regarded as unsatisfactory, since 
patients suffering from albuminuria with odema 
show vreat variation in the clinical course of their 
disorder and in response to treatment. A school of 
observers in’ America and Germany, of which 
A. Epsterx, F. Munk, F. Vo.Luarp, and T. Faur 


are perhaps the principal exponents, have attempted 
to separate off a group of patients in whom vasculai 
lesions are completely absent, and for whom the 
prognosis is believed to be good, provided that a 
high protein diet, often coupled with thyroid medica 
tion, is instituted. The term nephrosis, as distinct 
from nephritis, given to this syndrome has not been 
generally accepted by physicians and pathologists in 
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Great Britain, and the views of the champions of 
the new classification have been frequently mis- 
understood or imperfectly appreciated. Most of 
them have been inclined to regard the syndrome as 
a disorder of general metabolism rather than as a 
disease of the kidney. Certain clinical features are 
essential if a case is to be placed in the category of 
pure nephrosis, as the term is understood by those 
who have supported its adoption. These clinical 
features are: (1) A generalised eedema with an intense 
albuminuria. (2) A urine of good concentration, 
of which the daily output is inclined to be diminished, 
containing no blood or any abnormal elements 
except albumin, fatty and hyaline casts, and doubly 
refractile lipoid droplets. (3) Complete absence of 
signs of cardiovascular involvement—i.e., a normal 
blood pressure, absence of cardiac hypertrophy, and 
a normal fundus oculi, except possibly for signs of 
oedema. (4) A blood picture which shows no abnor- 
mality in its chemical constituents other than increase 
in cholesterol and in the ratio of globulin to albumin. 
LL. Ascuorr has justly emphasised the absence of 
evidence of vascular involvement the essential 
feature of this group of patients, distinguishing them 
from those suffering from severe and progressive 
“mixed nephritis’? with a bad prognosis. EPSTEIN 
and others contend that cases of true nephrosis are 
relatively common and are so benign that the absence 
of data on their morbid anatomy is readily explicable. 
This view is challenged by many pathologists, who 
contend that cases of so-called nephrosis are merely 
of Bright’s disease in which the glomerular 
lesion has been so slight as to escape observation for 
a time; but that if they are watched over a proper 
period the usual downward course of inflammatory 
disease of the kidney will become apparent. 


as 


cases 


This criticism is supported in a brief but admirably 
written review? by Dr. H. A. CurisTian. He refers 
to interesting experiments, still unpublished, in which 
the blood protein of dogs was kept low for a long time 
by means of venesection, anemia being prevented by 
the reinjection of the washed red blood cells. These 
dogs were found to develop cdema and a general 
picture indistinguishable from that of nephrosis. He 
oes on to express his belief that a primary renal 
lesion is probably always the initial disease in cases 
of human nephrosis, and that it is the leakage of 
albumin consequent on this lesion which is respon- 
sible for the whole of the remaining picture. It 
certain, as Dr. CHRISTIAN points out, that autopsies 
on patients with a history of edema and albuminuria 
showing no lesion of the renal glomeruli or, indeed, 
any renal disease beyond some degeneration of the 
tubules, are rare. When such cases are discovered 
the cause of death is usually a pneumococcal infection 
of the ascitic fluid. Summarising the investigation, 
Dr. CuRIsTIAN concludes that, after all, not much more 
is known to-day than was understood by the older 
clinicians by the terms parenchymatous nephritis, 
amyloid disease of the kidney, syphilis of the kidney, 
the lipemia of certain cases of nephritis, and the 
pasty pallor, edema, and languor of some forms of 
nephritis. Extensive tubular degeneration in certain 
types of large white kidney has been known for a 
long time. Older descriptions of amyloid kidney and 
syphilitic nephritis, allowing for differences in ter- 
minology and lack of some new laboratory methods, 
correspond extremely closely with those of ** lipoid ” 
nephrosis. Diminution of concentration of plasma 
protein was noted by Bricut in 1836, as was the 
milkiness of the serum; he says, “if the blood is 


is 


1 Jour. Amer. Med. Assoc., 1929, xcili., 23. 





drawn it is often buffed or the serum is milky and 
opaque ; and nice analysis will frequently detect a 
great deficiency of albumin.’ Changes in the albumin- 
globulin ratio have been the subject of study for 
many years, and opalescent serous effusions were 
also demonstrated long ago. Lower basal meta- 
bolism had to await clinical methods for its deter- 
mination, and this, according to CuRISTIAN, is about 
the only new feature that recent investigations have 
added to our knowledge of the group of patients 
with extensive cedema of renal origin. Many British 
physicians will endorse this opinion. 

Those interested in this abstruse problem will 
welcome a new publication® by another American 
observer, H. ELWYN, whose previous book on nephritis 
was read with interest in this country. His new 
work, which is devoted almost entirely to a discussion 
of the mechanism of production of cedema in various 
conditions, appears to be largely a compilation from 
the German and American literature, and students 
of the subject will regret the entire omission of 
reference to the work of A. Osman, F. WIDAL., 
©. ACHARD, G. A. HARRISON, T. 1ZoD BENNETT, and 
other English and French workers in this field. The 
book is stimulating in the emphasis which it lays 
on the aspect of ceedema as a compensatory mechanism 
designed to maintain the equilibrium of the circulating 
and tissue fluids of the body. The author belongs to 
the school which regards nephrosis as a condition in 
which there is an initial primary renal lesion, but he 
differs from CHRISTIAN in that he accepts the possi- 
bility of distinguishing these cases for purposes of 
prognosis. In the section on treatment Dr. ELwyn 
gives a practical account of the employment of 
ammonium chloride, calcium chloride, and the new 
mercurial substances, such as novasurol and salyrgan, 
without laying much emphasis on the occasional 
untoward effects from these substances which have 
been reported. 





THE TREATMENT OF PNEUMONIA. 


CONTRADICTORY instructions on the proper way 
to treat pneumonia still abound in the literature. 
Specific treatment has certainly advanced in recent 
years, but though potent polyvalent serums are now 
available reports show their virtue to depend mainly 
on the type of infecting organism. In those fortunate 
districts where type I. is the most common infection 
serum treatment has given surprisingly good results 
when injected early and in large doses. Two years 
ago Prof. LUDOLPH KREHL spoke enthusiastically of 
its merits from his experience in Heidelberg at the 
meeting of the Deutsche Gesellschaft fiir Innere 
Medizin held at Wiesbaden in April, 1927, and reports 
from other European sources have confirmed his con- 
clusions. According to many American workers specific 
therapy is also successful against type II. when a 
highly potent serum is given in large quantities early 
in the course of the disease. 

In a controlled series of cases R. L. Cectn and 
W. D. Sutriirr® found that the death-rates of infec- 
tions with type I. treated with and without serum were 
32 and 18 per cent. respectively ; for infections with 
type IL. the corresponding figures were 52 and 39 per 
cent. Unfortunately, patients infected with types III. 
and IV. are not helped by the serum, and since in 
different countries and in different epidemics the 

* Edema and its Treatment. New York: The Macmillan 


Company. 1929 
% Jour. 


‘Amer. Med. Assoc., 1928, xc., 2035. 
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proportion of the types varies considerably serum 
treatment is not yet of universal application. Other 
forms of specific treatment are legion, which is only 
another way of saying that none is really specific. 
Optochin, introduced by MORGENROTH in 1911, has 
never been widely employed because the difference 
between the therapeutic and toxic doses is so very 
small. Vaccines are not generally popular, though 
W. H. Wynn and others have reported their 
successful when given very early. To assess 
the value of any form of therapy is difficult in 
such a variable and self-limiting disease, and the 
practitioner must fall back, therefore, on general 
principles. But these are not yet really established, 
even in respect to important decision whether the 
patient is to be protected from all draughts or nursed 
as far as possible out of doors. The courage needed 
for enjoining the open-air régime in inclement weather 
is considerable and family doctors will be relieved to 
hear that the fashion is not unchallenged. There is 
some support in recent literature even for the 
practitioner who would nurse his pneumonias with 
closed windows. Prof. YANDELL HENDERSON,‘ 
asserts that closure of a bronchus or bronchioles is a 
determining factor in the development of pneumonia. 
He claims that the deep breathing induced by carbon 
dioxide has proved capable of preventing such 
closure and of keeping the lungs open, and that there- 
fore inhalation of carbon dioxide not only offers 
prophylaxis in the early stages of pneumonic infection, 
but may be of therapeutic value even in advanced 
stages of the disease. Even more unconventional are 
the views recently advanced by Dr. G. G. CORNWALL® 
who regards ‘ cold treatment ”’ definitely 
dangerous. He puts the safeguarding of the patient 
from chills second in importance only to the 
avoidance of examinations. British 
physicians will endorse this piece of advice, for it is 
an accepted canon in most of our schools that, once 
a diagnosis of lobar pneumonia has been made, it is 
unnecessary to examine the patient’s back for at least 
seven days. The temperature chart, the pulse, the 
quality of the heart sounds, and the data available 
by percussion over the front of the chest will be amply 
sufficient to tell the doctor all he needs to know. 
The drugs valued by Dr. CORNWALL are those stimu- 
lants and sedatives which are used with nice judgment 
in all countries by keen physicians. With some of 


use 


air 


as 


as 


unnecessary 


his precepts few will agree, for Dr. CORNWALL 
aims at underfeeding (the maximum allowed is 


1200 calories), and he holds moderate constipation to 
be not undesirable. He looks upon many of the 
symptoms of pneumonia as mere manifestations of 
ameliorative and reparative processes calling for no 


meddling. Views based on a considerable experi- 


ence should not, however, be overlooked. Dr. 
CORNWALL supplies a review of several hundred 
patients in two groups. The first group were not 


treated strictly in accordance with his ideas and 
showed a mortality of 30-6 per cent.; a second 
similar group on whom the treatment which he calls 
‘* physiological support *’ was practised showed a 
mortality of 17-6 percent. The only form of treatment 
common to all methods of treating pneumonia seems 
to be that enjoining rest in bed, and the only lesson 
emerging at present is that unless this is insisted on 
the prognosis is bad. 


* Jour. Amer. Med. Assoc., July 13th, 1929. 
5 Med. Jour. and Record,.1929, cxxix., 661. 





Annotations. 


**Ne quid nimis.”’ 


HEALTH IN BRITISH INDUSTRIES. 
YEAR by year the annual reports of the Chiet 
Inspector of Factories recount the activities of a 
health service which has done and is doing an immens« 
amount to ensure the well-being of our industria! 
workers. Dr. J. C. Bridge’s report! for 1928 tells of a 
combination of depression in many industries with 
activity in such luxury trades as motor cars, tobacco, 
wireless, artificial silk, chocolates, and = gloves. 
Industry continues to grow rapidly round London, 
attracted by a great market and port. The small 
workshop is rapidly disappearing before the large 
factory, as labour-saving devices replace 
work, and this is a change for the better 
modern machine bakery displaces an 
bakehouse, or a “ready made factory gets rid 
of tailors’ and dressmakers’ dens. Much attention 
is being paid to accident prevention, particularly by 
safety-first methods. Over 70 per cent. of industrial 
accidents are unconnected with machinery, and about 
a quarter are due to persons either falling or being 
struck by falling bodies. About 
becomes septic through infection—a high proportion 
when all accidents do not result in wounds. An 
account is given of the spread of safety organisations 
in various industries and of the consequent reduction 
in accidents which fell in our engineering works from 
18-0 per 100 persons in 1924 to 6-8 in 1928; apart 
from humane considerations such reduction is, of 
course, a sound economic proposition. The welfare 
order for bakehouses, which calls for the provision 
of wholesome drinking-water, has disclosed the absence 
of such water in a number of districts of twentieth 
century Britain. Extension of welfare departments 
in works, large and small, is reported, with organised 
supervision by doctors and others of the health 
of operatives. Gradually employers are perceiving 
that money is saved by preventing sickness. Here 
an important development is occurring in the elimina- 
tion of silica dust, and with it silicosis, from grinding 
metals. The grindstone has been almost entirely 
superseded by the abrasive wheel, which originates 
far less dust and liberates little or no free silica. The 
new wheels work better and quicker, and even the 
Sheffield ** little mesters,”’ with their almost passionate 
devotion to their sandst ones, are ceasing to demand the 
right to have “tuberculosis if they wanted to.” 
Many will read with delight the historical account of 
the cutlery trade to which a chapter is devoted ; 
it will often be quoted. Of particular interest is the 
account given of two fatal cases of ** acute ”’ silicosis, 
due to inhaling dust of silica with an alkali generated 
in making scouring powders composed of soda ash. 
soap powder, and ground silica. They occurred in 
women after two and four years’ exposure respectively. 
Hitherto, silicosis has been regarded as a disease of 
middle-aged men who have had many years’ exposure 
to the dangerous dust. Another pulmonary trouble has 
also been recognised, due to inhaling asbestos dust 
generated while weaving this inorganic fibre; it 
produces a fibrosis which tends to be fatal. Lead 
poisoning continues to decline ; there were 1058 cases 
in factories in 1900, 505 in 1910, and only 239 in 192s. 
In addition, 87 cases occurred from painting buildings 
which to-day causes far more cases of lead poisoning 
and fatalities than any other occupation. 
has diminished in the woollen trade, but 
through hides and skins has increased. 
the skin, with 175 remained steady and 
undiminished ; oil contributed 105 of these cases. 
nearly all in mule-spinning, with the scrotum as the 
site affected in 69 per cent. Dermatitis 


manual 
when a 
underground 


one accident in ten 


Anthrax 
infection 
Cancer of 


cases, 


claimed 


_* Annual Report of the Chief Inspector of Factories for the 
Year 1928. Cmd. 3360. H.M. Stationery Office. 1929. 
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considerable attention, due often to substances, 
notably alkalis. used to clean the skin after work ; 
they dissolve the grease which holds the superficial 
skin cells together, leaving the ubiquitous germ to 
penetrate to the relatively unprotected deeper layers. 
Other originated from oil and “suds” in 
engineering. A clean skin and an emollient applica- 
tion prevent these troubles. The general impression 
to be gained from reading the report is that health 
depends far more than is often thought upon the way 
life is lived, and that sickness and disease are earned 
by exposure to faulty environment. 


cases 


THE JAW-WINKING PHENOMENON. 


THERE is an anomaly, first noticed in 1883 by the 
late Mr. Mareus Gunn, which affeets certain people, 
most of whom have a_ partial congenital ptosis, 
venerally unilateral. It is noticed that in these people, 
when the mouth is opened, and especially when the 
lower jaw is turned to the same side as the eve with 
ptosis, that eve is opened ; when the mouth is closed 
the lid falls again. A. Léri and J. Weill! have lately 
reported this anomaly in two patients——a mother and 
son—and this is interesting because a familial inci- 
dence has rarely been noted before. In the mother 
the affection was bilateral, which is also very 
exceptional. The son had facial asymmetry. with 
partial atrophy of the side affected with ptosis. A 
similar facial asymmetry was seen in a daughter also 
(third generation) but she did not show the jaw- 
winking phenomenon. As regards causation, the 
explanation which has obtained most acceptance is 
that of Mr. Bishop Harman,.? who attributes the 
condition to atavism. He points out that the first 
gill-slit or “ spiracle ”’ of fishes. which is homologous 
with the human external auditory meatus, is sur- 
rounded by a deep and also by a superficial muscle. 
The deep muscle extends to the lower jaw which it 
depresses, and homologous with the external 
pterygoid in man. The superficial one closes the 
orifice of the spiracle and also extends to the upper 


Is 


eve-lid which it closes. These two muscles are 
antagonistic. Anyone who watches fishes in an 


aquarium will see that when a fish opens its mouth 
the operculum covering its gills swings open too. 
In the same way when one of the subjects of this 
anomaly opens his mouth the orbiculus palpebrarum 
ceases to act, and the levator, though generally weak 
in these cases, has it all its own way. This is the 
xplanation which finds favour in England, but the 
French authors we have mentioned are not satisfied 
with it. and prefer to regard the phenomenon as a 
* functional association ”’ 
some cases of hemiplegia. 


analogous to those seen in 


GROWTH-INHIBITING SUBSTANCES. 


SUBSTANCES supposed substances—which 
encourage growth have become very familiar in recent 
vears. The tissue-culturist adds embryo extract to 
get the tissues to grow in vitro, the nutritionist gives 
the observed rats vitamins. The assumption is made 
with considerable regularity that failure to grow is 
due to the absence of something which promotes 
growth rather than to the presence of something which 
retards or inhibits growth. The demonstration of 
growth-inhibiting substances in animal and vegetable 
tissues is therefore of rather particular interest and 
may have far-reaehing implications. Dr. T. B. 
Heaton, of Oxford, showed some time since that 
extracts of animal organs had a thermostable property 
(conveniently spoken of as a substance) of selectively 
inhibiting the growth of fibroblasts from fowl embryos 
in tissue cultures; on the growth of epithelium from 
the skin or bowel it had no influence. He now 
(Journal of Pathology and Bacteriology, 1929, xxxii., 


or 


* Bull. de la Soc. Méd. des H6p. de Paris, July 8th, p. 87 
* Trans. Ophthal. Soc., 1903, xxiii., 356. 


565) follows this idea out in greater detail. All 


tissue growthin vertebrates depends on the codrdinated 


and commensurate growth of the connective 
tissue with its blood-vessels. A substance which 


obstructs the growth of fibrous tissue should therefore 
impede growth as a whole. He shows that from 
animal tissues yeast and especially malt extracts 
may be made which delay the metamorphosis of 
tadpoles and the regeneration of amputated parts in 
newts; given intraperitoneally to young rats they 
cause immediate cessation of growth which is resumed 
when the dosingis omitted ; pregnant guinea-pigs stop 
increasing in weight and abort. These are the general 
results of extracts which are active in preventing the 
growth of fibroblasts in tissue cultures : extracts which 
are negative to this test have no effect in the whole 
animal. Analogous experiments with the Jensen rat 
sarcoma gave similar results, the tumours ceasing to 
grow, and in some instances being completely absorbed. 
Dr. Heaton’s observations are not perhaps in ail! 
instances as ample as might be wished, but they 
seem to open the way to an interesting and important 
line of inquiry. 


THE LESIONS OF ACUTE RHEUMATISM. 


Dr. A. F. Bernard Shaw has just published some 
valuable histological researches on the of 
acute rheumatism. The source of the material was 
a girl of 15 who died from rheumatic fever and chorea. 
The exhaustive pathological and histological study 
made of this case is recorded in minute detail with 


lesions 


many illustrations in the current issue of the Archives 
of Diseases in Children. Dr. Bernard Shaw 
shows that the virus of rheumatic infection 
has a_ predilection for connective tissue. The 
initial lesion there is a necrosis of the collagen 
followed by a focal infiltration with mobile cells 


including lymphocytes, plasma cells. macrophages, and 
many polymorphonuclears. The process is well seen 
in the Aschoff nodes in the myocardium, but is by 
no means uncommon in such widely different places 
as the tendinous slips of muscle, aponeurotic tissues, 
and arterial adventitia. The lesions in the walls of 
the nutrient arteries of the heart valves, coupled with 
those primarily in the connective tissue of the valves 
themselves. bring about a condition of valvulitis 
which may exist—and on the right side of the heart 


probably often does exist——-without actual break of 
endocardial continuity. Valvulitis is. of course. 
often a precursor of endocarditis. The liability of 


a purely valvular lesion to advance to endocarditis 
depends on the degree of circulation of the virus 
permitted within the valve by its intrinsic arterial 
tree and the amount of mechanical stress to which 
the valve is exposed. Anatomical research on the 
intrinsic vascularity of the valves and physical 
assessment of the stresses to which each is exposed 
would lead to the theoretical assumption that endo- 
carditis would involve the valves in the following 
order of — frequency~mitral, aortic. — tricuspid. 
pulmonary. This is the precise order of frequency 
found in practice. and therefore the suggestion that 
endocarditis is partly due to advancing valvulitis. 
caused by intrinsic arterial and connective tissu 
lesions. and is not transmitted only through the blood. 
is well supported. 

In addition to discussions on the mechanism of the 
production of rheumatic endocarditis Dr. Bernard 
Shaw gives full and new descriptions of the wide- 
spread local manifestations of the general rheumatic 
infection in the heart muscle, the brain and meninges. 
the membranes, the muscles, the visceral 
arteries and veins.andthelymphoid tissue. Generally 
speaking, the brunt of the attack is borne in the first 
place by the connective tissue which presents focal 
necrotic lesions as the primary event and secondary 
cellular infiltration leading to the formation of a node. 
As a result of his histological researches the author 
dissents from the view that a deposit of fibrin forms 
the essential basis of a node. He careful 
to explain that valvulitis may exist without 
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subsequent or associated endocarditis, and some 
of his descriptions of the architecture of the lesions 
suggest that the primary lesion of the rheumatic 
virus, Wherever it occurs, shows a strong tendency to 


heal. On the other hand, in the-case described, 
the tricuspid valve showed abundant microscopic 
evidence of valvulitis but none of endocarditis. 


and the inference is that in many cases the valves of 
the right side of the heart in rheumatic fever are 
the site of valvulitis without clinical or macroscopic 
evidence of frank endocarditis. 

Dr. J. Purdon Martin, in our columns last yvear,! 
showed in a case of chorea a sharply defined vascular 
lesion at the base of the brain in the body of Luys. 
This structure is subjacent to the thalamus and is 
probably in contact with both cerebellar and pyramidal 
fibres. In Dr. Martin’s case the lesion caused an ill 
ness indistinguishable in many respect from rheumatic 
chorea. and he therefore indicated the body of Luys 
as a probable site for focal rheumatic infection in 
ordinary common chorea. Dr. Bernard Shaw found 
no adequate anatomical bases for the chorea in any 
part of the brain. 


THE RED CELL SEDIMENTATION TEST. 


THe red cell sedimentation test has found but 
little popularity in England and is far less generally 
here than abroad. This is perhaps fortunate 
our knowledge of its significance in clinical 
medicine is still far from complete. Nevertheless, the 
subject now has a large literature, and there is no 
doubt that the test offers us aid in diagnosis and 
prognosis that can no longer be ignored. The two 
methods employed in carrying it out are very simple, 
and the minimum of apparatus needed is easily 
available for every practitioner. Both depend upon 
the rate at which the red cells sink in citrated blood 
on standing, and they differ only in the way in which 
results are recorded and in minor details of technique. 
Numerous modifications of these methods, which are 
associated with the names of Fahraeus, Linzenmeier. 
and Westergren, have been proposed, and results 
are usually given either in terms of the time taken 
for the deposit of red cells to reach a given height. 
or in terms of the height reached by the column in a 
given interval of time. 

The diversity of the standards used by different 
workers and the variation in method have made it 
difficult to compare results. and have undoubtedly 
been partly responsible for the disrepute in which the 
test is held by many. Whichever method is adopted, 
all are agreed that normal healthy persons show a 
high suspension stability of the blood, which is to 
say, that the separation of red cells and plasma is 
slow. What this depends upon is not fully 
stood, and probably no- single physico-chemical 
mechanism is entirely responsible. Prof. F. Reiche * 
has lately studied the relationship of the sediment ation- 
rate to of the chemical constituents present 
in the blood, and to some of its physical properties 
such as the coagulation time and bleeding time. His 
investigations have been performed upon over 4000 
patients. and include estimations of almost all the 
important substances that may be quantitatively 
determined in the serum and in blood. He could, 
however, find no one factor that could be causally 
related to alterations in the rate of sedimentation. 
This did not. for instance, depend upon the number 
of red or white cells present, nor upon the hamoglobin 
percentage, nor upon the clotting power of the blood. 


} 
tired 


since 


under- 


Some 


Nor could Reiche confirm the suggestion that the 
protein content of the serum was the important 
factor, for variations in fibrinogen and albumin- 


globulin ratios were present with independent varia- 
tions in sinking time. The number of platelets has 
also been thought to affect the rate of sedimentation, 
as has the size of the red cells as apart from their 
numbers; but apparently neither is in fact causally 





'A Contribution to the Study of Chorea, THE LANCET, 
1928, ii., 315. 
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The amounts of chloride, calcium, 
sugar, and non-protein nitrogen wer 
found to be independent of the suspension power of 
the blood. 

An examination thorough 
respect, and it must be that at present 
no one knows what are the essential changes in the 
blood which increase the speed of sedimentation, or 
what are the factors which maintain its normal 
suspension stability. Despite this ignorance, how- 
ever, certain general conclusions may justifiably be 
drawn from practical experience, and they are hone 
the less valuable for an absence of explanation of 
these results. Thus it may be stated that abnormally 
rapid sedimentation of the red cells is always associated 
with organic disease and excludes a purely functional 
disorder. This alone is a help in differential diagnosis, 
for example, in neurasthenia and early phthisis. The 
most strongly positive results (i.e... the most rapid 
sinking usually found in those conditions in 
which tissue destruction, autolysis, and absorption 
of breakdown products are occurring ; and may thus 
to some extent separate purulent from non-purulent, 
and acute from chronic inflammations. Negative 
results are of less significance in excluding such con- 
ditions ; thus a normal reaction is occasionally noted 
in even advanced organic and may some- 
times be recorded in severe pulmonary tuberch 
a condition in which the test has been widely applied 
as an aid to prognosis. On the other hand, positive 
results are very seldom in the absence of such 
disorders, except in the first two to three months of 
pregnancy. For the diagnosis of carcinoma the test 
is valueless. As a guide to the existence of latent 
toxemia from the presence of a septic focus, and in 
the exclusion of purely neurotic conditions a positive 
result is of considerable significance. As an index of 
the progress of ¢ of both acute and = chronic 
infections, notably in phthisis, the gradual return 
to normal of the sedimentation time of the red cells 
is of definite value. Many exaggerated claims haves 
been made for its specific relationship to individual 
diseases, but within limitations this simple test seem 
to have its 
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ASSISTED ALPINE CURES. 


THE Queen Alexandra Sanatorium Fund, of which 


the annual report for 1928-29 has just been issued. 
made it possible last winter for 52 men and women 
to make a prolonged stay at Davos, when apart 
from such help they would not have been able to 


do so. For the last four seasons the practice has been 
to make block grants of £2 (50 francs 


patients to choose their 


a week, allowing 


own accommodation from 
a list of approved establishments; and this grant 
scheme has worked well in practice, those who have 


been assisted by the Fund having recognised the 
responsibility which such a trust implies. Only two 
complaints were received from the visiting physicians 
in Davos, and one patient who was described by het 
medical attendant happy-go-luc ky yvouny 
woman * nevertheless did extremely well. The Fund 
which gives these grants is the product of the sak 
of the Queen Alexandra Sanatorium which was built 
in Davos for British patients of small means some 
vears before the war. As it) proved impossible to 
reopen the sanatorium after the war at a fee withir 
the reach of the class of patient for whom it had beer 
intended, the Council of the Fund was faced with the 
alternative of altering the whole character of the 
institution, or of selling the building and devoting 
the proceeds to helping patients of small means t« 
get treatment in Alpine climate in) some othe 
manner. The ordinary income of the Fund is about 
£2000 a vear and it has recently been augmented by 
amalgamation with the St. Moritz Aid Fund, a smalle: 


as ae 


though similar organisation with its former seat in 
the Engadine. Last winter the assisted patients 
included two medical practitioners, two dentists. 


six students, three nurses, and many other professional! 
persons. The average stay was 168 days and the 
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medical records state that the disease was arrested 
in 2, apparently arrested in 5, much improved 
in 16, improved in 18, and slightly improved in 3. 
Both lungs were already affected in 31 cases, and 17 
of them were febrile at the commencement of treat- 
ment. It is the desire of the Council of the Fund 
to give priority to those whose disease is such that a 
winter in the Alps may ensure a cure or consolidate 
one already begun, and it is hoped that the medical 
practitioners up and down the country, on whose 
recommendation the grants are made, will codperate 
with the Council in selecting cases at an early stage 
of the disease. A second line of defence consists in 
the fact that a certificate of medical suitability must 
be obtained from one of the honorary examining 
physicians to the Fund. A list of these physicians 
and application forms are issued on request by the 
local secretary, Mr. W. G. Lockett, the British 
Consulate, Davos Platz, Switzerland. 


A TREATMENT CAMP FOR CHILDREN. 
In the World’s Health, the organ of the League of 


Red Cross Societies, there is usually something 
encouraging about the work these societies are 
doing in so many parts of the world. From the 


July number we learn how concerned South African 
public opinion is becoming about bilharzia, which is 
widespread there. Adults can come into the towns 
for treatment, but it is difficult to get tartrate of 


antimony injections to the infected children on 
the scattered farms. To Dr. Theron, assistant 
medical inspector of schools in the Rustenburg 


district, came the idea: why not gather the children 
in their holidays into a treatment camp? The 
suggestion caught on and help came from every side. 
The Transvaal Province gave £100, doubled later, 
and the Rustenburg primary school was rearranged 
as a temporary hospital with seven dormitories, an 
injection ward, and a room for urine analyses. 
Patients brought their own blankets and _ pillows, 
bedsteads were borrowed locally; mattress cases 
were lent by the Defence Department, the straw to 
fill them was begged from neighbouring farmers, 
who further gave much of the necessary food ; 
Rustenburg municipality presented electric light and 
the extra water needed; Johannesburg school clinic 
lent the medical equipment; the South African 
Medical Institute of Johannesburg provided the 
distilled water, and the Red Cross gave the drugs. 
Two nurses were engaged, and 32 teachers and senior 
school girls, volunteering each for four to seven days, 
were invaluable in keeping the children employed 
and amused between their injections and entertain- 
ments. The camp opened with 60 children, but some 
were unsuitable and some were removed by friends ; 
nevertheless, 49 completed their course, and all but 
one lost their hematuria. The parents paid £46 
towards the cost of the camp which, thanks to local 
generosity, closed with a balance which it is proposed 
to use in providing a swimming-bath for Rustenburg, 
to diminish infection in future. The camp is con- 


sidered a great success and was visited by many 
medical men. Could children with this disabling 
disease have spent their Christmas holidays more 


advantageously ? 


ADAPTATION OF THE EYE TO DARKNESS. 

THE Medical Research Council issues a report! 
summarising the literature (chiefly German) on 
the dark adaptation of the eye. On the whole, 
variations in the sensitiveness of the retina in a 
state of dark adaptation are remarkably constant, 
not only in the same, but in different persons, 
and these may be due to the individual state of 
health, as is indicated by the recent discovery of 
the association of night-blindness with vitamin 

co 


1 Medical Research Council: Reports of the Committee upon 
the Physiology of Vision. II. Dark Adaptation (a Review of the 
Literature) by Dorothy Adams. London: H.M. Stationery 


Office, 1929, pp. 138. 





deficiency. A great deal of experimental work has 
been done on various aspects of the subject, such as 
the latent period between stimulus and sensation 
(Empfindungszeit), the duration of the primary 
sensation (Empfindungsdauer), the duration of what 
is called the colourless interval, the regional variations 
in the sensitiveness of the dark-adapted retina, and 
especially the question of dark adaptation at the fovea. 
It is said that foveal adaptation is now established, 
though this is hard to prove because it is almost impos- 
sible to fix an object of threshold intensity which is 
small enough to affect the fovea alone. Anyhow, the 
adaptation is very slight and only oceurs during the 
first few minutes. The vexed question of the presence 
or absence of the Purkinje phenomenon (change of 
relative brightness of different colours as dark 
adaptation increases) at the fovea is still unsettled, 
most investigators finding no evidence for its presence. 
This and other questions discussed in the report are 
important in their relation to the physiology of the 
rods and cones, the duplicity theory,and colour vision. 
They have also an immediately practical bearing on 
aviation, for in testing the visual fitness of an airman 
for night-flying it is desirable to determine both his 
absolute sensitiveness for light and his rate of recovery 
after the relative blinding which follows exposure to 
light for short periods. Finally, the report considers 
dark adaptation in certain pathological conditions. 
The theory that what vision there is in total colour 
blindness is due entirely to rod function is supported 
by the frequent presence of a central scotoma. 
Night-blindness is the opposite condition in which 
the function of the rods is supposed to be defective. 
It is well known that in retinitis pigmentosa dark 
adaptation is especially defective. It is said to be 
defective in glaucoma and also in true optic neuritis, 
but not in choked disc. 


THE GENESIS OF TROPICAL NEURASTHENIA. 


WHILE all students of European life in the tropics 
admit that neurasthenia is a common phenomenon, 
few of them agree about its cause. Lieut.-Colonel 
Berkeley Hill contributed to the Seventh Congress 
of The Far Eastern Association of Tropical Medicine, 
held in British India in 1927, the transactions of which 
have now reached us,' an able paper on Mental Hygiene 
of Europeans in the Tropics. Such terms as ‘‘ Punjab 
head’ ** West Coast head” imply the popular 
recognition of the existence of a form of neurasthenia 
which may take various shapes. Europeans living 
in the tropics are prone to a neurotic syndrome, 
the germ of which is a state of hyperexcitation 
manifested in general irritability. Although hyper- 
excitation may appear as a symptom of any form of 
psychoneurosis, it is manifest most consistently in 
anxiety neuroses. Symptoms, apart from worry and 
anxious expectation, may. in both sexes, take the 
form of hypochondria, which may be related to 
sunstroke, glare, and bowel complaints. Following 
Freud’s conception of «etiology, Col. Berkeley Hill 
concludes that the prime factor in this anxiety 
neurosis, at any rate in men, is voluntary abstinence 
from sexual intercourse. The typical syndrome is 
found to be accentuated in the European doomed to 
live in an out-of-the-way place. Here the absence 
of others of his own race and class may bring about a 
loss of self-respect, and some degree of alcoholism 
may develop. Alcohol reduces the inhibitory forces 
in every direction, and a loss of control over the emo- 
tionsisanearlysymptom. Occasionally Europeans in 
the tropics suffer from outbursts of anger or from a 
brooding melancholy. The far-reaching importance 
of psychological studies is a subject hardly appreciated 
in India. Col. Berkeley Hill notes that in the civil 
employment of the Government of India there are 
at present only four Europeans and two Indians 
wiio have had any special training in psychopathology. 
In the great cities of Calcutta, Bombay, and Karachi 
* Calcutta: Thacker’s Press and Directories, Ltd., 1929, i., 








THE LANCET, ] BRONCHIECTASIS 


IN CHILDHOOD. 17, 1929 


3545 








there is no European Indian 


or neurologist or 
psychiatrist with European qualifications, and in 
the numerous schools and colleges throughout India 


there no provision for 
in nervous and mental diseases. 


is adequate instruction 


APPOINTMENTS TO THE MEDICAL RESEARCH 
COUNCIL, 


By an Order of the Committee of Privy Council, 
Viscount D’Abernon and Mr. A. G. Church, M.P., 
have been appointed members of the Medical Research 
Council on the retirement of the Earl of Balfour and 
Sir Charles Trevelyan. Lord D’Abernon will succeed 
Lord Balfour Chairman of the Council. By 
another Order, made after consultation with the 
Medical Research Council and with the President of 
the Royal Society, Dr. J. J. R. Macleod, Regius 
professor of physiology in the University of Aber- 
deen, and Mr. Wilfred Trotter, honorary surgeon 
to University College Hospital, have been appointed 
members of the Council in succession to Prof. E. P. 
Cathcart and Sir Charles Sherrington, who retire 
in rotation on Sept. 30th. 


as 


BRONCHIECTASIS IN CHILDHOOD. 
THE clinical picture of fully developed bronchiectasis 
is fairly obvious but the early stages are apt to pass 
unrecognised, and this is the aspect of the disease 


which has attracted most attention of late vears. 
In summarising the present position Dr. Edward 
Thorpe? points out that the exact wtiology of an 


essentially chronic disease of this kind is often hard 
to determine. So many serious infectious diseases of 
early childhood may damage the respiratory tract, 
and they often follow one another so surprisingly 
quickly that more than one may start the early 
changes in the bronchial walls. Most observers agree 
in placing broncho-pneumonia first among the fore- 
runners, especially when it is associated with measles 
or whooping-cough. The cause of this is not quite 
clear, but in many such cases infection is kept up by 
an unhealthy condition of the nasopharynx which 
is only too common at this age, and such a sequence 
of events is especially prevalent among ill-nourished 
children who have had rickets. <A vicious circle 
may be established so that the child never free 
from recurrent respiratory diseases which have either 
begun in the lungs and augmented the infection in 
the upper air passages, or have started in the sinuses 
and tonsils and have increased the damage to the 
lining membrane of the bronchial walls. Saccular 
bronchiectasis, abscess formation, and empyema are 
but natural sequele of the primary infection. 
Prevention therefore all-important. Adequate 
convalescence after broncho-pneumonia should be 
secured wherever possible, and the public should be 
made to look on measles and whooping-cough as 
potentially serious diseases. Early diagnosis is by no 
means easy on clinical grounds alone and radiological 


1s 


is 


help should be invoked long before the condition 
has become self-evident. \ positive result is, of 
course, evidence of disease, but negative findings 


should be accepted with reserve. In suspicious cases 
intratracheal lipiodol may be used; the technique is 
not difficult, the risk is negligible, and the radiogram 
obtained will sometimes reveal an unsuspected amount 
of disease. The treatment of such a case is difficult ; 
any infective focus in the nasopharynx should be 
dealt with, and prolonged convalescence is needed. 
Of recent years collapse therapy has been tried in 
some of these cases with good results, despite the 
relative mobility of the mediastinum in children. 
As a rule, 12 months’ treatment suffices. It is found 
that in advanced cases the results of inducing pneumo- 
thorax are poor, owing to the resistance to collapse 
offered by the hardened walls of the bronchiectatic 


» Amer. Jour. Med. Sci., June, 1929, p. 759. 








cavities. In these circumstances Thorpe advocates 
repeated bronchoscopic lavage, a measure which has 
not yet found much favour in this country, owing to 
the difficulties of technique and the prolonged insti- 
tutional treatment required. The established diseas: 
is a source of distress to all concerned, but could 
certainly be prevented as a rule by adequate con- 
valescent treatment of its precursors, 


especially 
measles and broncho-pneumonia, 


AN EPIDEMIC OF GLANDULAR FEVER. 


IN 1889 Pfeiffer described a disease in children in 
which there was fever, generalised swelling of the 
lymphatic glands, and enlargement of the spleen and 
liver. Eighteen years later Turk found that a similar 
symptom-complex was associated with well-marked 
lvmphocytosis, and in 1920 the epidemic nature of 


the disorder was recognised in America. In this 
country in 1921 Letheby Tidy and others described 
cases of infective mononucleosis and identified it 


with the glandular fever of Pfeiffer. Since then many 


other cases have been described, the latest contri- 
bution to the literature being an account of an 
epidemic in Berne last year. Dr. E. Glanzmann ! 


records that there were in all some 70 cases, 


> of 


them being distributed among 16 families, 2 to 4 
of whose members were affected. Analysis of the 
notes he made on these cases enables him to give 
a clear account of the disease. The incubation 


period seems to be from 


seven to eight days and the 
earliest manifestation is 


a swelling of the lymphatik 


glands. The occipital and retro-auricular glands 
enlarge first. and later the axillary and inguinal 
glands. The swellings are for the most part 


moderately painful and sometimes the arrangement 
of the swollen glands about the face has suggested 
mumps. The bronchial glands may also be involved 
in the generalised lymphadenitis and the spasmodic 
cough thus caused may resemble whooping-cough. 
Lymphocytosis being a feature of the blood picture 
in both mumps and pertussis, it is easy to be led 
astray in isolated cases of glandular fever simulating 
either of these disorders. In his original papers 
Pfeiffer described an abdominal form of glandular 
fever with abdominal pain and enlargement of lymph 
glands especially in the ileocwcal region. The 
presence of an enlarged spleen and other glandular 
swellings help to make the diagnosis clear. There 
was a moderate fever in most of Glanzmann’s cases, 
lasting usually one, two, or three weeks; it was of a 
daily remittent type and came to an end by lysis. 
telapses were not uncommon and even when the 
fever had gone away the glandular swellings sometimes 
persisted for weeks and even months. Other organs 
were also affected, the liver being obviously enlarged 
in most cases and the spleen palpable in one-third to 
one-half of them. Stomatitis was noted in some of the 
children, and it was usual to find the lymphoid tissue 
of the nasopharynx taking part in the generalised 
lymphatic enlargement. In two fleeting 
rubelliform rash was observed, whilst conjunctivitis 
was another occasional manifestation. The blood 
picture in glandular fever is characteristic, and in the 
first day or first few days of the illness 80 to 90 pet 
cent. of the white blood corpuscles are mononuclear, 
though sometimes a polymorphonuclear reaction 
occurs at first, followed later by the mononuclear 
picture. The cells present are divided by Glanzmann 
into three types: lymphoblasts, * lymphocytoid ”’ 
cells like very large lymphocytes, and still large: 
‘monocytoid ” cells. Upon #tiology he has nothing 
fresh to say, except that the urine of a patient with 
nephritis complicating glandular fever had no effect 
when injected into a guinea-pig. For treatment he 
recommends quinine during the febrile stage, with 
application of ultra-violet light to such glands as 
do not settle down after the acute symptoms are 
over. 


cases a 


1 Jahrb. f. Kinderh., July, 1929, p, 250. 
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A MEMORIAL TO FERNAND WIDAL. 


A LETTER in our correspondence columns addressed 
to Sir Almroth Wright contains the announcement of 
a movement which we hope will receive hearty 
support from the medical profession in this country. 
A group of distinguished Frenchmen, whose names 
will be familiar to our readers, have decided to form a 
committee with the object of erecting in the Faculty 
of Medicine in Paris and at the Hopital Cochin a 
monument to the memory of the great pathologist. 
Already, we are informed, the movement has had 
international result. those responsible for it) having 
received promises of support from other countries. 
The project should be received with similar sympathy 
in this country where many must have had personal 
relations with Widal, and where all pathologists are 
familiar with the value of his work. 


RADIUM TRUST AND COMMISSION. 


\ MEETING of the National Radium Trust was held 
on August 18th under the chairmanship of Lord 
Parmoor. Viscount Lee of Fareham was appointed 
Chairman of the Radium Commission and a member 
of the Trust, which is now constituted 
Lord Parmoor, Lord President of the Council 
Chairman); Mr. Arthur Greenwood, Minister of 
Health; Mr. William Adamson, Secretary of State for 
Scotland; Sir Ernest Rutherford, President of the 
Royal Society; Sir John Rose Bradford. F.R.S., 
President of the Roval College of Physicians ; Lord 
Moynihan, President of the Royal College of 
Surgeons; Lord Dawson. President of the Royal 
Society of Medicine ; Lord Mackenzie. Chairman of 
the Central Liaison Committee for Voluntary Hos- 
pitals in Seotland ; Prof. A. H. Burgess. President of 
the British Medical Association; and Lord Lee of 
Fareham. The Trust made preliminary arrangements 
in connexion with the purchase of radium, with a 
view to placing it practicable at the 
disposal of the Commission. 

The Radium Commission has now been set up in 
accordance with the provisions of the Royal Charter, 
and is composed as follows: Lord Lee of Fareham, 
appointed by the National Radium Trust; Lieut.- 
Colonel Smallman. Medical Officer of the Ministry of 
Health. appointed by the Minister of Health; Mr. 
H. LL. F. Fraser, Assistant Secretary of the Depart- 
ment of Health for Scotland, appointed by the 
Secretary of State for Scotland: Mr. Sidney Russ, 
D).Sec.. Professor of Physics at the Middlesex Hospital 
Medical School, appointed by the Medical Research 
Council; and Mr. G. W. C. Kaye, D.Sc., Superin- 
tendent of the Physics Department of the National 
Physical Laboratory, appointed by the Department 
of Scientific and Industrial Research. The following 
members of the Commission have been selected by 
the Trust from a panel of 12 persons nominated by 
the heads of the medical profession * having 
special knowledge and experience of the application 
of radium in the treatment of the sick “: Dr. J. M.W. 
Morison, Lecturer in Radiology in the University of 
Edinburgh; Mr. G. E. Gask, Professor of Surgery 
in the University of London at St. Bartholomew’s 
Hospital; Mr. W. Ernest Miles. Surgeon to the 
Cancer Hospital. Brompton; Mr. Comyns Berkeley. 
CGiynecological Surgeon to the Middlesex Hospital: 
Dr. Carlton Oldfield, Professor of Gynecology in the 
University of Leeds: and Dr. A. J. Hall, 
of Medicine in the University of Sheffield. 


as follows: 


as soon as 


as 


Pre fesse Di 


WE regret to announce the death on Sunday last 
of Dr. William Ewart. consulting physician to 
St. George’s Hospital, in his eighty-first vear. 


BICENTENARY OF EDINBURGH ROYAL INFIRMARY 
On August 6th, 1720, the first patient was received at the 
small Edinburgh hospital which has now become the Royal 
Infirmary. 





Che Clinical Interpretation of 
Aids to Diagnosis. 


A Series of Special Articles contributed by Invitation. 


XL.—EXAMINATION OF THE 


BILE-PIGMENT. 

JAUNDICE is due to the presence of bile-pigments in 
the body tissues, particularly the skin, the primary 
underlying condition being, however, an excess in 
the blood of bilirubin, the chief bile-pigment. The 
present tendency is to direct more attention to the 
primary or blood condition and less to the secondary 
factor, the tissue staining. ‘** Overt jaundice ”’ refers 
to the condition where the skin colour is visible, in 
contrast to “‘ latent jaundice ”’ in which, though there 
is a hyperbilirubinemia, no skin changes can be seen. 
Bile-salts are normally present in the blood and if in 
jaundice these are normal or diminished in quantity. 


BLOOD FOR 


with a hyperbilirubinamia, the condition is known 
as *‘ dissociated jaundice.” 
How Bilirubin reaches the Liver. 
Bilirubin is derived from haemoglobin, the cvcle 
probably being as follows.’ The haemoglobin is first 
broken down into globin and hematin. The iron- 


containing part of the hematin is then split off as 
hemosiderin and the iron-free remainder of the 
molecule is converted into bilirubin, either directly or 
through an intermediate or prebilirubin stage. This 
final conversion takes place in the cells of the reticulo 
endothelial system of the body, which is represented 
in the liver by the cells of Kupffer. These latter 
cells line the vascular capillaries and are separated 
from the bile capillaries by the polygonal or special 
hepatic cells. As the reticulo-endothelial system is 
not limited to the liver, being particularly well 
represented in the spleen and bone-marrow, it follows 
that bilirubin in the liver may have been formed 
there (hepatogenous) or may have been brought 
there by way of the blood (anhepatogenous). 


How Bilirubin may Leave the Liver. 

From the liver three ways of escape are possible. 

(a) All bilirubin may pass through the polygonal! 
cells into the bile capillaries; this is the normal 
course. 

(6) All may pass away by the vascular capillaries. 

(c) Part may pass into the bile capillaries, part 
may leave through the blood. 

During the passage through the polygonal cells a 
change takes place in the bilirubin, the exact nature 
of which is unknown, but is thought to consist in the 
removal of a protein radicle. On this change, van 
den Bergh established the test which bears his name, 
for he found that the reaction of the pigment to the 
diazo reagent—i.e.. diazotised sulphanilic acid—differed 
according as the bilirubin had passed through the 
polygonal cells or not. If the bilirubin has followed 
the normal course—that is, through the polygonal 
cells into the bile capillaries—the addition of diazotised 
sulphanilic acid at once produces azobilirubin, which 
has a deep violet colour. Bilirubin which has not 
passed through the polygonal cells requires the 
addition of alcohol to form azobilirubin, the suggestion 
being thafSthe alcohol first precipitates the protein 
radicle and is then able to take up the pigment in 
solution and so produce the deep violet colour. 


THE VAN DEN BERGH TEST. 

The full technique of the van den Bergh test is set 
out in text-books of biochemistry. It suffices here 
to say that sera or blood plasma from different types 
of jaundice give different colour and time reactions, 
which are described as being direct or indirect, 





according as the coupling takes place in non-alcoholic 
The bicentenary will be celebrated in October. | or alcoholic solutions. 
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While the colour, and time required, vary within 
small limits, according to the observer and the 
solutions used, the reactions in icteric serum or blood 
plasma before the addition of aleohol may be sum- 
marised as follows. 

1. Immediate colour change, maximal in 10-30 sees., 
bluish violet, intensity dependent on amount of 
bilirubin, known as the prompt or immediate direct 
reaction and characteristic of jaundice due to bile 
passage obstruction. 

2. Colour change beginning in 1 to 15 minutes, 
or even longer delayed, reddish at first and gradually 
deepening to violet. known as the delayed direct 
reaction and characteristic of jaundice due to 
hemolysis. 

3. Colour change at once, reddish at first, slowly 
or rapidly changing to blue, known as biphasic direct 
as the rate of change approaches more 
closely to prompt or delayed types, it is further 
described as biphasic prompt direct or biphasic de laye d 


reaction ¢ 


Pathological change. 
Van den Bergh 


While all cases of jaundice can be covered by these 
three divisions, it does not follow that all clinical 
varieties can be confined within one division. In a 
complex organ like the liver one pathological state 
passes gradually into another, and as McNee puts it, 
‘* Toxic jaundice, with varving degrees of damage to 
the liver cells, may be combined with haemolysis, and 
initslater stages with obstruction of the biliary passages 
as well.”"! 

IMMEDIATE DIRECT REACTION, 

When the van den Bergh reaction is immediat 
direct the diagnosis is probably obstructive hepatic 
jaundice at an early stage of its development. Here 
the bile is normally formed but there is obstruction 


lin the bile passages and the bile is reabsorbed into 


the blood. A biphasic resction would not exclud: 
this type of jaundice, for at a later stage complete 
obstruction may produce liver damage. When thi- 
has occurred, howey er, the jaundice properly belongs 
to the toxic infective group. 


Bilirubin- Resistance 


santa Jaundice. Bile salts to saline 
aa hemolysis 
Large. Marked. Increased Increased 
Varies. Varies. Dissociated 


jaundice 


reaction. Type. 
Nature Site. 
Direct Obstructive. Obstruction Biliary 
prompt. passages. 
Biphasic. Toxic Damage Liver 
infective. cells. 
Direct delaved Hemolytic. Increased blood kxtra- 


or indirect. cell destruction. 


hepatic. 


Inconstant 
and varies. 


- Decreased 


The table summarises within very wide limits some of the points of difference of the various uncomplicated types of jaundice 
In reading it the tendency of types to merge must be remembered. 


direct. This reaction is the one most frequently 
present in toxie infective Jaundice. 
Quantitative Estimations. 

In aleoholic solutions all icteric sera give an 
immediate reaction known as the indirect reaction, and 
this can be used quantitatively by comparison with 
known standards, whereas the direct reactions are only 
qualitative. For purposes of estimation one part of 
bilirubin in 200,000 is known as a “unit” of bilirubin 
or a “van den Bergh unit.””. Normally the amount 
of bilirubin in the blood, known as the functional 
bilirubinemia, varies from 0-2 to 0-6 units (1—-1,000,000 
to 1-850,000); when obstruction is present bili- 
rubinuria occurs with a concentration of 1—50,000 
(approx.): jaundice is said to be present with a 
concentration of 1-80,000 (‘approx.), though it may 
not be visible ; in long-standing cases a concentration 
as high as 1—4000 has been reached. 

A New Conception of Jaundice. 

\s a result of the van den Bergh reaction a new 
conception of jaundice has been formulated, according 
to which jaundice may arise in several ways. 

1. When the bile-pigment is normally formed, but 
obstructed after reaching the bile capillaries and then 
reabsorbed into the blood. 

2. When the polygonal cells of the liver cannot deal 
with the amount of bile-pigment which reaches them. 
This may be due to (a) such damage or functional 
derangement of the polygonal cells that the pigment 
passes direct to the general circulation by the hepatic 
veins; or (b) too much bile-pigment reaching normal 
polygonal cells so that some passes through into the 
bile capillaries in the normal way, but the excess 
passes by the hepatic veins into the general circulation. 

3..When there is present both damage to the poly- 
gonal cells and obstruction in the bile passages. In 
this case some bile-pigment may get through the 
partially damaged cells to be obstructed in the bile 
passages and reabsorbed, while some passes directly 
to the general circulation by way of the hepatic veins. 

It is on these theoretical considerations that J. W. 
McNee has founded his classification of jaundice : 

1. Obstructive 
2. Toxic infective 
3. Hemolytic jaundice. 


+hepatic jaundice. 


The causes of obstruction are many and varied 
They can be classified as: 

a) Obstruction within the lumen of the bile passages 

e.g., gall stones or parasites 

b) Obstruction due to changes in the walls of the larger 
bile passages —e.g., catarrhal or common hepatic infective 
jaundice, infective and suppurative forms of cholangitis 
In catarrhal jaundice the van den Bergh reaction may be 
of the obstructive type at first, but it is extremely variable 
and in later stages is biphasic and indicative of the toxic 
infective type. The same applies, and in greater degree, 
to the various forms of cholangitis 

¢) Obstruction due to pressure on the bile passages from 
without —e.g., hepatie cirrhosis (jaundice often latent 
intrahepatic tumours; malignant glands in the portal 
fissure, carcinoma of pancreas or stomach ; chronic 
pancreatitis, 

Many other possible causes have been mentioned, 
but a stone in the common duct and tumours of liver 
and pancreas are probably the most common causes 
of obstructive jaundice. Other blood characteristics 
are excessive bile-salts in the early stages, though 
their production soon ceases: the bile-pigment, 
however, continues to be formed, so that in the 
simple obstructive cases there is a definite relationship 
between the completeness and duration of the obstruc- 
tion and the degree of jaundice. There is a slight 
hypercholesterolamia and the coagulation time is 
prolonged. The resistance to hemolysis by hypotonic 
salt solution is increased and the corpuscles are 
increased in size, the reverse being the case in 
hemolytic icterus. Advanced obstructive jaundice 
shows a leucocytosis, but not the mild cases unless 
inflammation or suppuration is also present. 

BIPHASIC REACTION, 

A biphasic reaction is suggestive of toxic o1 
infective jaundice. In this group, as the name 
implies, we are dealing with some infection or 
intoxication which produces a degeneration of th: 
liver cells and later probably a cholangitis. The van 
den Bergh reaction is generally biphasic but may 
vary from time to time as the condition progresses 
or as the amount of secondary biliary obstruction 
fluctuates. Among the conditions classified in the 


' Rolleston and McNee: Diseases of the Liver, Gall-bladder 
and Bile-ducts, London, 1929. 
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toxic or infective group are catarrhal jaundice, 
spirochetosis hemorrhagica, acute necrosis of the 
liver. Various protozoal and _ bacterial infections 
may give rise to this type of jaundice, also chronic 
cardiac disease with back pressure, and some forms 
of poisoning or toxa#mias, such as those associated 
with pregnancy. Considering the group as a whole 
there is less bilirubinamia than in the obstructive 
group, and grave liver derangement may coexist with 
slight jaundice. Bile-salts may be absent from the 
blood even when jaundice is well marked (the so-called 
* dissociated jaundice’). Some bile generally reaches 
the bowel so that the stools are not clay-coloured, 
but they are often offensive owing to the absence of 
bile-acids. 

Points in the differential diagnosis of the various 
members of the group are as follows :— 


In Spirochetosis hemorrhagica (Weil's disease) there is a 
polymorphonuclear leucocytosis and later a secondary 
anemia ; in the early stages the Leptospira icterohemorrhagie 
is present in the blood and later in the urine. In acute 
yellow atrophy the. blood shows delayed coagulation, a 
moderate leucocytosis, and diminished cholesterol ; the 
colon bacillus is sometimes present on culture. In catarrhal 
jaundice there is a secondary anemia with leucopenia. 

REACTION OF DELAYED TYPE. 

When the van den Bergh reaction is of the delayed 
type. or gives no direct response at all, hemolytic 
jaundice may be suspected. In this type of icterus 
the underlying factor is an excessive bilirubinamia 
due to the production of more bile-pigment than even 
a healthy liver can deal with. This excess may be due 
to: (1) increased destructive agents; or (2) increased 
fragility of the blood cells. 

When it is due to increased destructive agents 
(so-called secondary cases) the cause of the hemolysis 
is more or known. Blood transfusion with 
unsuitable donors, streptococcal infections, parasitic 
infections, poisoning from snake-bite, Addison’s 
anemia, or blackwater fever may induce hemolytic 
jaundice of this kind. On the other hand, the 
hemolysis may be due to increased fragility of the 
blood cells—for example in congenital, hereditary, or 
familial acholuric jaundice or in acquired acholuric 
jaundice (often after some infection). How far these 
two types of acholuric jaundice are separate entities 
is a debatable point. 

Taking the group as a whole hemolytic jaundice 


less 


is a ‘‘ dissociated jaundice,’ since the bile-salts are 
not retained in the blood. The tissue reaction 
may be slight compared with the amount of 


bilirubinzmia and, finally, the kidney threshold for 
bilirubin is decidedly higher than in the obstructive 
type. The icterus is inconstant and varies greatly, 
there is some degree of secondary anemia. and 
the spleen is often enlarged. With regard to 
special members of the group, the blood picture is 
that of the primary disease in those of the secondary 
type. Inacholuric jaundice the presence of reticulated 
red cells (only shown by vital staining) and the undue 
fragility of the red corpuscles is a cgnstant feature. 
If normal red corpuscles are placed in varying 
dilutions of hypotonic saline, hemolysis starts at 
about 0-50 per cent., is well marked at 0-45 per cent., 
and is, as a rule, completed at 0°35 per cent. In 
acholuric jaundice hemolysis starts at about 0-70 per 
cent. and is often completed at 0-50 per cent. 


FoucnHEt’s TEST AND THE ICTERIC INDEX. 


The van den Bergh reaction is quantitative and 
qualitative. There are two other quantitative tests 
for bilirubinemia—Fouchet’s test and the icteric 
index. The former, which is largely used in France, 
is not so sensitive as the van den Bergh test, but is 
said to give a positive result in a dilution of 1-60,000 
of bilirubin. In estimating the icteric index the 
yellowness of the serum is compared against a 
known standard. The normal lies between 4-6, overt 
jaundice is present when the index is above 15, and 
latent jaundice lies between 6-16. The index is 
raised in uncomplicated cases of hemolytic anzmias, 





in chronic sepsis especially of the biliary tract, in 
pneumonia, and in cardiac insufficiency. A source of 
error is coloration due to pigments from ingested 
food so that the blood should be taken from the 
fasting patient. Since the test can be done with the 
blood available from a finger prick it has certain 
advantages, but if any doubt exists it should be 
checked by the van den Bergh reaction. In a case of 
overt jaundice it presents an easy method of noting 
the progress of the bilirubinemia. 


CONCLUSION, 

In addition to their value as a diagnostic agent in 
jaundice, the van den Bergh reaction and to a less 
extent the icteric index are of use in checking treat- 
ment and in prognosis. A routine examination of 
the blood shows the progress of the bilirubinzemia 
before any change is visible in the skin. The detection 
of a latent jaundice may be of great value, particu- 
larly in cases unde.going treatment with 
compounds, 


arsenical 


JOHN H. ANDERSON, C.M.G., C.B.E., M.D. Melb., 
Physician, Ruthin Castle. 





Special Articles. 


RADIOLOGICAL TREATMENT 
CANCER. 


RECOMMENDATIONS ON 


Oi 


STANDARDS AND TECHNIQUF. 


A FORTNIGHT ago! we drew attention to the recent 
work of the Cancer Commission of the League of 
Nations in connexion with the radiological treatment 
of malignant disease. The Commission felt that the 
great publicity now being given to radiotherapy. and 
the elaborate and costly apparatus and arrangements 
required for its practice. demanded a collection of 
international experience. They therefore appointed 
a subcommission consisting of Prof. C. Regaud 
(Chairman), Sir George Buchanan (Chairman of the 
Cancer Commission, ex-officio), Mr. Comyns Berkeley 


(London), Prof. A. Déderlein (Munich). Dr. J. 
Heyman (Stockholm), Prof. W. Lahm (Chemnitz), 
Prof. E. Pestalozza (Rome), and Prof. A. H. M. J. 


van Rooy (Amsterdam). Dr. Janet Lane-Claypon 
Was appointed special investigator, and the sub- 
commission was charged to report upon: (1) the 
radiotherapeutic methods which can be regarded as of 
established utility for the treatment of cancer of the 
cervix: (2) the possibility of presenting radio- 
therapeutic results statistically ; and (3) the principles 
which should be accepted to ensure most effective 
organisation of radiotherapeutic treatment of uterine 
cancer and to avoid dangers as far as possible. 

The Commission met three times during the year 
1928-29, and appointed Prof. F. Voltz, Dr. A. 
Lacassagne, and Dr. Heyman, together with Dr. E. 
Tomanek (the Secretary of the Commission). to pre- 
pare special reports from the clinics of Munich, Paris, 
and Stockholm. These reports are published in the 
volume just issued.? As we have already noted, the 
work entrusted to Dr. Lane-Claypon was a statistical 
study of the results supplied by the three institutes. 
She spent much time and labour on an attempt to 
draw conclusions as to the relative value of different 
methods of treatment, but she found that the three 
clinics had not followed the same principles in classi- 
fying the different forms of utero-vaginal carcinoma, 
that they had not adopted the same grouping of 
different stages, and that the methods in use over a 
number of years had varied even in the same clinic. 

1 THE LANCET, August 3rd, p. 235. 
: ? League of Nation’s Publications: Health. 1929. 
>p. 82. 


IIl., 5 


Obtainable from Constable and Co., Ltd., London, W.C. 
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The Commission concluded that no fair correlation 
of the work of different clinics could be made with 
the material at present available ; its recommendations 
are designed to ensure a happier result from future 
inquiries. 


Rules for Obtaining Full and Comparable Statistics. 

The three institutions submitting reports have 
agreed to accept a model case-record drawn up by the 
subcommission (see Figure) and to follow certain rules 
laid down. The Commission hopes that all radio- 
logical institutes will adopt this scheme. 


earcinoma of the body extending to the cervix, the 
distinction is of theoretical rather than of practical 
importance. These growths behave like, and should 
be classed as, growths of the body unless the 
microscopical picture forbids. 

The stages of anatomical extent are given as follows. 

Stage I.—The growth is strictly limited to the cervix uteri. 
Uterus mobile. 

Stage II.—-Lesion spreading into one or more fornices with 
or without infiltration of the parametrium adjacent to the 
uterus, the uterus retaining some degree of mobility. 


Stage II1I.—(a) Nodular infiltration of the parametria on 









































J Only cases microscopically diagnosed should be one or both sides extending to the wall of the pelvis, with 
included ; adenoma, pre-cancerous conditions, sar- limited mobility of the uterus or massive infiltration of on 
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Model case-record card. 


The front of the card also leaves room f 
results. 


The elaborate particulars of treatment to be entered u 


coma, and other non-carcinomatous growths must be 
differentiated. Growths are to be divided into vaginal, 
cervical, and corporal as before. A growth should be 
classed as vaginal only when the cervix is intact, and 
there is no ground for supposing that it is anything 
but a primary growth in the vagina. Cases in which 
a small cervical lesion has disappeared under radio- 
logical treatment, while the main part of the tumour 
is still in the vagina, are to be classed as vaginal. 
When the cervix has not been examined at the begin- 
ning of treatment, diagnosis must be postponed until 
the situation has been clarified. If, even after radio- 
logical treatment, the cervix cannot be examined, 
the growth should be classed as vaginal if rectal 
examination shows the cervix and parametria to be 
clinically free from growth. Carcinoma of the body 
should be diagnosed only when the cervix is healthy. 
In the absence of sufficient indications for determin- 
ing the point of origin, the microscopical report should 
provide a reasonably safe basis for diagnosis—e.g., 
pure squamous-celled carcinoma and adeno-carcinoma 
with mucous secretion are both cervical types of 
growth. If the cavity of the uterus is enlarged and 
clinical examination does not differentiate between 
endocervical carcinoma extending to the body and 


or details of accessory treatment, whilst the back is devoted to 
nder the various headings are set out at length in the report. 


parametrium with fixation of the uterus. 
superticial infiltration of a large 
mobile uterus. (¢c) Isolated metastases in the pelvic glands, 
with a relatively small primary growth. d) Isolated 
metastases in the lower part of the vagina. Generally 


(b) Mor > or less 
part of the vagina, with a 


speaking, all cases not falling into Stages II. or IV. to be 
placed under Stage III. 

Stage IV.—(a) Cases with massive infiltration of both 
parametria extending to the walls of the pelvis. (4) Carci 
noma involving the bladder or rectum. (c) The whole 
vagina infiltrated (rigid vaginal passage), or one vaginal 
wall infiltrated along its whole length with fixation of the 
primary growth. (d) Remote metastases. 

For statistical purposes, only cases of cervical 


carcinoma which have been under observation for at 
least five years should be included, grouped into (@) 
those treated in the first instance by radiotherapy ; 
(b) post-operative recurrences and cases treated by 
palliative operation ; ) those treated by  post- 
operative prophylactic irradiation. Records should 
also include the total number of patients seeking 
treatment for cervical carcinoma and the numbers 
accepted and rejected together with the reasons for 
rejection, specifying whether it was the general con- 
dition complications. lack of accommodation, 
refusal undergo treatment or failure to keep 


(¢ 


or 


to 
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appointment, radiological treatment elsewhere, or any 
other reason. Clinical diagnosis should be confirmed 
microscopically, and the number of cases in each of 
the different stages should be stated among all those 
accepted for treatment and among those with no signs 
of the disease five or more years after treatment. 
Recurrences after total hysterectomy should be 
classified as local recurrence in the scar, or as distant 
recurrence. In setting out the results of the treatment, 
no deduction should be made for patients whose 
treatment was interrupted or who died or were lost 
sight of during the first five years after treatment. 
Figures should be based on the number of 
treated and not on the number examined. 

Detailed instructions are given in the report for 
supplying data relating to technique. 


cases 


Reports from Stockholm, Paris, and Munich. 


Dr. J. Heyman provides a report of the work 
carried out by Prof. G. Forssell at Radiumhemmet, 
which was founded in 1910. Forssell gradually 


arrived at a technique which had as its main principles 
a small number (three at most) of applications of 
relatively large quantities (100-120 mg. of radium 
element) with heavy filtration (equivalent to 3 mm. 
of lead), concentrated into a period of three or four 
weeks with an interval of one week between the first 
two and of three weeks between the last two treat- 
ments. and a total irradiation of about sixty hours. 
In 1920 leading gynecologists of Sweden agreed to 
cease operating for cancer of the cervix in order to 
give radiotherapy a chance to show its worth. So 
successful was it that few radical operations for 
cervical carcinoma have been performed since. In 
the last ten years the number of operable cases 
treated by radium has increased tenfold, while the 
number of inoperable cases so treated has trebled. 
Dr. Heyman describes in detail the organisation of the 
clinic, the applicators and the various types of tech- 
nique. His five-year result in all cases of cancer of the 
cervix treated between 1914 and 1923 is 23-1 per cent. 
alive and free from recurrence. Of the operable cases 
treated during the same period 43-6 per cent. are 
alive and well. and of inoperable and_ border-line 
cases 16 per cent. 

Since 1913 no uterine cancer has been 
treated by operation at the University Gynecological 
Clinic at Munich. The principle of radiological treat- 
ment involves several treatments at intervals of eight 
weeks. On the first day after admission, deep therapy 
is applied to the pituitary body with the object of 
sensitising the cancer. On the following day, X rays 
are applied back and front over a large field. If the 
general condition of the patient demands a split dose, 
the irradiation is given on two or three consecutive 
days. The tubes used are run at 200 kilovolts and 
2:5 milliampéres, and the rays are filtered through 
1 mm. of copper. The pituitary areas receive 30 per 
cent., and the uterine areas 90 per cent., of an 
erythema dose. On the day after X ray treatment 
the patient rests; the next day is occupied by any 
necessary surgical measures—biopsy, fulguration, 
cauterisation, or cataphoresis—and after another 
day’s rest radio-active substances are applied. The 
primary filtration is 0-2 mm. of silver ; 1 mm. of brass 
and a layer of thin rubber are added for radio-active 
substances placed within the womb. The maximum 
dose is 1400 mg.-hours. Usually 55 mg. radium 
element are left in for 24 hours. After another day’s 
rest. the patient leaves hospital on the ninth day. 
Kight weeks later the patient returns for six days, 
and the treatment is repeated with the omission of 
the pituitary irradiation. If a third treatment is 
considered necessary, the second scheme is repeated 
eight weeks later. Of the operable cases treated 
between 1913 and 1923, 50-2 per cent. were cured ; 
of the border-line cases, 28-3 per cent.; and of the 
inoperable cases, 10-7 per cent. The crude survival 
rate for the whole series is 18-2 per cent. Analysis of 
the figures shows that the results are much better if 
X rays are combined with radio-active substances ; 
that the best results are obtained after the thirty-fifth 


case of 





vear of life; that the end of the third vear after 
treatment shows well enough what the later results 
are going to be; and that the poorer classes of the 
community have a much lower survival rate than the 
well-to-do. Prof. Voltz lays stress on the importance 
of systematic treatment and the accurate completion 
of the plan when once determined. He also sees the 
possibility of improved results from better after-care 
of poor patients. He describes the organisation of 
his clinic, and illustrates his apparatus with some 
excellent photographs. 

Radio-active bodies were first used in Paris for 
cancer in 1919. Dr. Lacassagne surveys the history 
of the work, the present organisation of the service, 
and the conditions which affect the efficacy of radio- 
therapy. Radium is applied within the cavity and 
also at a distance, and most cases are treated by the 
combined method. For intra-uterine application, 
three tubes are placed end to end in a rubber sheath 
15 mm. thick; the primary filtration is 1 mm. of 
iridio-platinum. Two of the tubes contain 15°33 mg. 
and one contains 6-66 mg. Three similar tubes are 
placed in the vagina, the 13-33 mg. tubes lving in the 
lateral fornices. The primary filtration is 1-5 mm, of 
platinum and the secondary is a cork holder 0-5 em. 
thick. Distant radium is administered by means of a 
cup-shaped container made of lead 6 mm. thick con- 
taining 4 g. of radium, placed at a distance of 10 em. 
and irradiating through a rectangular aperture of 
150 sq. em. The dose is a 10-hour exposure through 
1 mm. of platinum, and is divided over 25 days and 
eight fields. It usually causes dry desquamation and 
marked pigmentation, 

X rays are also given in intensive doses twice daily 
for an hour or more for 15 to 25 days. The total 
distance is 60 to 80 cm., the tension 180 to 200, the 
intensity 4 to 5 ma., and the filter 1 to 2 mm. of zine 
or copper. The percentage of cures between 1019 and 
1923 is 20. 


The Conditions for an Effective Campaign against 
Cancer of the Uterus. 

Prof. Regaud supplies a chapter summarising the 
general conclusions of the subcommission, which are 
believed to be truly international in their application. 
He stresses the supreme importance of early diagnosis. 
and the value of public propaganda and of periodical 
examination of all women who have borne a child. 
A centre for gynecological diagnosis need not neces- 
sarily be directed by specialists, but it must have, or 
be in touch with, a department of micropathology. 
Experience shows that a few good laboratories are 
better than a large number, scattered in small towns ; 
liaison can be satisfactorily established through the 
post. While consultation centres for diagnosis should 
be numerous and easily accessible, treatment centres 
should be few, and it is important that the diagnostic 
clinie should not become a radium institute. 

“For those who have not reflected on the amount of 
knowledge and experience lying at the back of apparently 
simple actions,” writes Prof. Regaud, ** the manipulation 
of radium and rontgenotherapy seems so easy that many 
are tempted to adopt the treatment in their own practice 
without undergoing the necessary preparation for the work. 
Individual surgeons and gynecologists, in private practice 
or running small clinics, constitute themselves the radio- 
therapeutists of their patients. Some radiologists, 
familiar with radiodiagnosis than with cancer and 
cology. undertake the treatment of uterine cancer.” 


more 
gvne- 


He points out that no such assumption of operative 
ability could be made, and foreshadows the great 
difficulty in proper organisation of radiation treat- 
ment which will be caused by this attitude on the 
part of practitioners, and the public assent given to 
it through ignorance. He deprecates the supply of 
radium—which may be insufficient in quantity or 
contained in out-of-date apparatus—to small local 
hospitals, and the hire of radium by practitioners who 
order it as they would a drug. The abuse of X rays 


is, he thinks, less harmful than the abuse of radium. 

‘“*The mischief of bad rontgenotherapy lies not so much 
in that it deprives patients of treatment by other methods 
which might cure them, as that it deprives internal radium 
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therapy of a valuable ally, which might help to increase | necessarily abbreviated report of the case it is not 


considerably the number of patients capable of being cured.” 

The subcommission recommend the concentration 
of treatment of cancer of the uterus in a small number 
of perfectly equipped institutions. It desires to 
draw the attention of the various authorities con- 
cerned to the disastrous results which might arise 
either by encouraging, or by allowing without any 
control, the widespread use of radiotherapy for the 
treatment of cancer, notably cancer of the uterus, in 
the hospitals or institutions which are maintained by 
public authorities. Without being able to express a 
dogmatic opinion on methods of technique, about 
which specialists still disagree, the Commission wishes 
to warn medical men and the public against the use 
of insufficient quantities of radium—the few needles 
or one or two tubes with which practitioners and 
small clinics sometimes attempt to treat patients. 
It insists on the difficulty of providing an effective 
and harmless deep pelvic irradiation. on the necessary 
strength of machines and tubes, on the great labour 


necessary for efficacious treatment, and on the 
obligation resting on doctors not to allow radio- 


therapy to pass into unskilled hands. 


MEDICINE AND THE LAW. 


Dangerous Drugs Requlations : 
a Register. 

THERE still be some 
about the obligation to keep a 
Dangerous Drugs Regulations. A medical practitioner 
was fined 10 guineas including costs at Manchester 
on August 7th for failing to keep a register and to 
enter therein the true particulars of the drugs named 
in the summons. The defendant had undertaken 
work at Hull last April, as locum tenent during the 
absence of a local practitioner on holiday. He had 
ordered tincture of opium and liquid morphine 
hydrochloride from a local chemist, but made no 
entry of these purchases though there were 15 entries 
in the day-book of drugs used. On the defendant’s 
behalf there was produced in court a small handbook 
containing particulars of the purchases, and it was 
apparently common ground that, if these particulars 
had been entered in the dangerous drugs register, 
they would have complied with the regulations. 
Defendant 


Keeping 


seems to misunderstanding 


register under the 


to keep because he had never dispensed drugs above 
the strength laid down by the regulations. The ! 
Hull stipendiary magistrate, in imposing a fine as 


already stated, held that the statute required the 
keeping of a proper record of where the drugs came 
from and what became of them. 

Section 7 of the Act of 1920 expressly authorises 
the Home Office to make regulations requiring persons 
engaged in the manufacture, sale, or distribution of 
drugs within Part IIT. of the Act to keep such books 
as may be prescribed ; it would thus hardly be possible 
to argue that the regulations were ultra vires. The 
consolidated regulations, issued afresh last December, 
contain specific provisions as to the form of the register 


and the time and method of making entries therein ; | 


but there is a special exemption for any duly qualified 
medical practitioner who “enters in a day-book 
particulars of every drug or preparation supplied by 
him to any person, together with the name and address 
of that person and the date of supply. and enters in 
a separate book kept for the purpose of this regulation 
a proper reference to each entry in the day-bovk 
which relates to the supply of any drug 
preparation.” 

In the recent proceedings at Hull, instituted by 
the Director of Public Prosecutions, the prosecuting 
solicitor mentioned that when the resident practitioner 
returned from his holiday he found nothing remaining 
in the surgery of various quantities of tincture of 
opium, liquid morphine, and morphine tablets which 
had been left there at his departure. From the 


said he considered he had no other book | = 


clear how far this statement was relevant to the 
summons, but apparently there was no sufficient 
record of the disposal of these drugs. Practitioners, 
when making holiday arrangements with a locum 
tenent, will bear in mind the desirability of taking 


steps to avoid the chance of misunderstanding in 
such circumstances. 
Falsification of Prescription by Addict. 
The Dangerous Drugs Acts and similar legislation 
cannot prevent every danger of abuse of drugs. 


Poisonous disinfectants are readily purchasable by 
would-be suicides. Last month a mother (found by 
the jury to have been * guilty but insane ”’) poisoned 
her child by administering two dessertspoonfuls of a 
liquid consisting of a pint of water in which she had 
dissolved 300 aspirin tablets. Nevertheless, the Acts, 
so far as any legislation can, make things more difficult 
for those who would make improper use of drugs, and 
especially for the drug addict. In another case last 
month the evidence disclosed a long story of attempts 
to obtain drugs illegally ; the case ended in prosecution 
and imprisonment, and the defendant will have a 
chance in prison of curing himself of drug addiction 


| against which, it was said, he had made a good fight. 


| The accused 














man, Leslie James Stonelake, aged 34, 
charged at Marlborough-street on July Jith, was 
stated to haye been in April last an assistant enginee) 
in a ship sailing from Australia to London and to 
have been treated on the voyage by the ship’s doctor 
for asthma and drug addiction. The doctor succeeded 
in reducing Stonelake’s drug consumption from 15 
grains to half a grain a day. When the ship reached 
London at the end of the month, the doctor gave him 
a prescription for one tablet of hyosecine and one 
tablet of morphine sulphate; the total amount in 
the tablets was half a grain, and the prescription was 
marked ** Not to be repeated.” Stonelake presented 
the prescription to a Piccadilly chemist on May 6th, 
having altered ** }”’ into * 3” and * 1” in each case 
into 12.” The chemist, believing the prescription 
to be genuine, furnished the drugs. On April 27th, 


| 28th, and 29th he had presented prescriptions from 


another doctor who authorised a ** repeat > and had 
obtained morphine thereby. On April 30th he 
presented a further prescription from yet another 
doctor and obtained 24 tablets; on May Ilth he 


presented yet another prescription from a fresh doctor 
and obtained 24 tablets again. These large supplies 
last aroused the chemist’s suspicions, and the 
prosecution followed. A member of the staff of the 
Marylebone Hospital said the accused came to him 
from a nursing home which he had left for want of 
money to continue the treatment there; he was 
treated with daily reduced doses till June 19th when 
he ceased to take morphine ; he had taken none since. 
The witness said the defendant had put up a good 
fight against the drug and could be cured; he had 
little of the physical or mental degeneration which 
usually accompanied such The magistrate. 
Mr. Mead. sentenced the accused to three months’ 
imprisonment in the second division on the charge of 
being in unauthorised of 12 grains of 
morphine sulphate (under the altered prescription 
and dismissed the charge of procuring the drug on 
May 6th. The accused had, of course, committed 
several offences ; there was also the element of forgery, 
but with this the magistrate could not himself deal ; 
it was clearly unnecessary to commit the man for 
trial. The case shows the administration of the law 
in the best interests of the accused. 


cases, 


possessit n 


Medical Titles. 
fan it is a personal matter, Lieut.-Colonel 
Kynaston is to be congratulated on the success of 
his recent appeal to the London Sessions. The upshot 
of the decision is that he has committed no offence 
against the Medical Act in continuing to use the title. 
* M.R.C.S. (Eng.).”” though the Royal College has 
taken that title away. Apart from the personal aspect 


So 


as 
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of the case, the consequent inconvenience is remark- 
able. Parliament declared in 1858 that it was expedient 
that persons requiring medical aid should be enabled 
to distinguish qualified from unqualified practitioners. 
The expediency is no less obvious to-day, and, though 
no steps have been taken to debar the unqualified 
doctor from practising, Parliament not long ago 
gave effect to the principle that dentists, at any rate, 
must not practise unless duly qualified. The Medical 
Act of 1858 established a clear test of the qualified 
practitioner—namely, statutory registration. Regis- 
tration under the Medical Act depends upon the 
possession of certain statutory qualifications scheduled 
to the Act, and from time to time extended. If the 
question can be dissociated from any personal 
application, and can be discussed as an abstract 
matter of general interest, is the present position 
right or wrong? If a doctor forfeits his registration, 
and forfeits also the qualifying titles bestowed upon 
him by the Royal Colleges, then, however innocent 
and estimable his motives, however perfect in law 
the recent finding of the London Sessions, is it fair 
to the public that he should continue to assert titles 
which he no longer possesses ? If the statutory scheme 
of registration is not vigilantly followed, if a man 
may claim qualifications merely because he thinks 
he ought to have them, what becomes of the protection 





which the Medical Act was designed to afford to 
‘persons requiring medical aid’’? The next step 
will presumably be that some _ practitioner who, 


upon conviction of felony or misdemeanour, has had 
his name erased from the Medical Register, and his 
qualifying titles taken away, will continue to assert 
his lost qualifications on the ground that he bona fide 
believes he was wrongly convicted. 

Colonel Kynaston was prosecuted for ‘ wilfully 
and falsely ’’ using the title of ** M.R.C.S. (Eng.),” 
thereby implying that he was registered under the 
Medical Act. At Marlborough-street Mr. Cancellor 
found the charge proved but dismissed the summons 
under the Probation of Offenders Act with a warning 
that, if the defendant persisted in using the designa- 
tion, he would render himself liable to substantial 
penalties. In so far as the wording of the charge 
suggests any element of fraud, it is a suggestion 
which the prosecution expressly disclaimed. But it is 
apparently on the question of motive that the appeal 
succeeded. The chairman of the Sessions Court said 
that. in view of the defendant’s highly distinguished 
career, the court thought it extremely unlikely that 
he would act from dishonest motives. He also said 
that Colonel Kynaston’s claims were a matter which 
should perhaps be tested before a civil, not a criminal, 
tribunal. The Sessions Court presumably had no 
judicial knowledge of the terms in which the Lord 
Chief Justice lately decided against Colonel Kynaston’s 
application to a civil tribunal. During the recent 
appeal the appellant told the Bench that the 
public did not care twopence whether he was an 
M.R.C.S. or not. If this be really true. some members 
of the public will wonder why he uses the title. 


IRELAND. 


(FROM OUR OWN CORRESPONDENT). 


The Health of County Kildare. 


ONE of the first county medical officers to be 
appointed in Ireland, Dr. J. A. Harbison, M.O.H. 
for the county of Kildare, has recently presented his 
first annual report. He points out that Kildare is an 
inland county with an area of 418,644 acres, and a 
population (in 1926) of 58,028. The birth-rate in 1928 
was 26 per 1000 of the population, the illegitimate 
rate being 5-3 per cent. of the total birth-rate; the 
general death-rate was 14-8 per 1000 of the popula- 
tion; the death-rate from tuberculosis 1-5 per 1000, 
and from cancer 1-1 per 1000; and the infant mor- 
tality 23:3 per 1000. The marriage-rate was 4-2 
per 1000, 





School medical inspection has been successfully 
inaugurated ; antituberculosis and infant welfare 
schemes have been revised and improved ; inspection 
of midwives has been initiated ; sanitary inspection 
is now on a more regular basis, and arrangements 
have been made for the collection of vital statistics. 
The county is divided into 19 dispensary districts. 
each with a part-time medical officer, appointed 
under the Medical Charities Act, to look after the 
sick poor of the district, and this officer is also given 
at the time of his appointment the post of part-time 
medical officer of health of the district. In each 
dispensary there is a part-time sub-sanitary officer, 
who has been, in most cases, the home assistance 
officer (formerly relieving officer), who is charged, 
irrespective of his previous training, with the duties 
of sanitary inspector for the district. This part-time 
system of sanitary inspection by officials without 
previous training, and with very meagre salaries, 
has not been found satisfactory in the scheme of 
coordination, and it is hoped, as a sufficient number 
of these part-time posts fall vacant, to replace them 
with a whole-time appointment. 


Sanitary conditions on the whole in the county 
cannot be accounted as satisfactory, Dr. Harbison 
says. The provision of sewage systems is insufficient, 
and in two cases where they are provided proper use 
is not made of them. Some of the towns could and 
should have been provided years ago with an efficient 
sewage system. This was postponed, and the cost 
is now almost prohibitive. Considerable adjustment 
of the ternis of financial assistance to local authorities 
will have to be made if the Board of Health is to 
extend the work of sewage provision in small towns. 


AUSTRALASIA, 


(FROM OUR OWN CORRESPONDENT.) 


College of Surgeons of Australasia. 


THE Fellows of the College of Surgeons of Australasia 
are distributed from Western Australia to New 
Zealand. For this reason, besides the annual meeting 
of the College as a whole, separate meetings are held 
in each State or Dominion. The South Australian 
State meeting is taking place at Adelaide on 
August 13th. 

There have been a number of changes in the office- 
bearers of the College. For 1929 they include the 
following :—President: Sir Henry Newland. Vice- 
Presidents: Sir Alexander MacCormick and _ Sir 
Louis Barnett. Director-General : R. Hamilton 
Russell. Council: E. D. Ahern, R. Gordon Craig, 
H. B. Devine, A. L. Kenny, F. P. Sandes, and Ralph 
Worrall. Hon. Secretary and ‘Treasurer: Alan 
Newton. The College intends to acquire offices of 
its own in all States and in New Zealand. The head 
office has been established at 6, Collins-street, Mel- 
bourne. A committee has been appointed to consider 
the hospital problems of Victoria, and when experience 
has been gained from the work of this committee 
the executive hopes to establish similar committees 
in the other States and in the Dominion. 


Hospitals in Queensland. 


Under Queensland’s present hospital system, the 
State is divided into a number of areas, all the hospitals 
in which are under the Hospital Board. Sixty per 
cent. of the revenue for their upkeep is provided by the 
Government and the remainder is raised from local 
sources. The Brisbane and South Coast Hospitals 
Board has under its control the Brishane 


general 
hospital, children’s hospital, women’s 


hospital, 


infectious diseases hospital, and obstetric hospital. 
Dr. McLean is the General Medical Superintendent of 
all the Board’s hospitals, each of which has its own 
general 


superintendent. There is also a matron. 
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The Board wishes to establish these hospitals as a 
centre, the outlying hospitals doing the general work 
and referring the special work to the main centre. As 
the Brisbane General Hospital is somewhat out of 
date the Board are rebuilding and remodelling 
it, and it is proposed to build a new hospital to replace 
the Obstetric Hospital. In the remodelled General 
Hospital, special complete departments will be 
established among others for urology, ophthalmology, 
ear, nose, and throat work, and orthopaedics. Each 
of these departments will be a complete and separate 
unit. It is hoped to establish later a complete 
cancer department. A radium department is already 
in existence, about half a gramme of radium having 
been lent by the Commonwealth Government for the 
purpose. 
The Pan-Pacifie Surgical Conference. 

The Pan-Pacific Surgical Conference is being held 
under the auspices of the Pan-Pacific Union from 
August IMth to 24th, at Honolulu. The Conference 
has been organised by Hawaian committees under the 
general chairmanship of Dr. Nils P. Larsen, and by 
Pacific Coast States and British Columbian committees 
under the chairmanship of Dr. George W. Swift. 
There are 16 sections whose programmes are entirely 
American, and several symposiums will be prepared. 
The invitations have been sent to many countries 
and ten delegates from each Pacific country are being 
housed and entertained by the committee in Hawaii. 
Australian delegates are Sir James Barrett, R. H. 
Pulleine, N. D. Royle. S. Harry Harris, R. P. W. 
Francis, and Prof. Watson. It is possible that 
Prof. W. A. Osborne will also attend as a delegate. 
The objects of the Conference are: to bring together 
surgeons from countries bordering on the Pacific ; 
to permit the exchange of surgical ideas and methods ; 
and to develop an * acquaintanceship among the 
surgeons,” 


UNITED STATES OF AMERICA. 
(FROM AN OCCASIONAL SCORRESPONDENT. ) 


The American Medical Association. 


THE eightieth annual convention of the American 
Medical Association was held at Portland, Oregon, 
from July sth-12th. The report of the Board of 
Trustees records that the Spanish edition of the 
\ssociation’s Journal was discontinued after the 
edition of Dec. 15th, 1928. A number of the South 
American subscribers transferred their allegiance to 
the English edition. The special technical journals 
have all enjoyed an increase in circulation, while the 
popular magazine Hygeia has continued to gain and 
is now on a self-supporting basis. The fact that it 
reaches monthly nearly 15,000 school teachers gives 
an idea of its educational influence in this country. 
The Bureau of Health and Public Instruction has 
been responsible for a number of radio lectures 
broadcasted from Chicago. Some of these health 
talks have been mimeographed and are available at 
the offices of the Association. 

The Committee on Scientific Research reported 
expenditure during the year of over $12,000 on grants 
for research. Except in a few cases this money was 
devoted solely to necessary expense in connexion 
with research, The Committee on Trachoma among 
the Indians recommended that all matters relating 
to the health of the Indians ought to be transferred 
to the United States Public Health Service ‘“ which 
has a record of efficiency that is in striking contrast 
to the dismal failures of the Indian Service.” Their 
investigations had shown them that trachoma is not 
being treated with any thoroughness, that children 
with this disease are present in all the schools which 
they visited and mingle freely with healthy children, 
thus spreading the infection. They add that “‘ almost 
none ”’ of the hospitals come up to the standards set 
by the American Medical Association or the American 
College of Surgeons. 





The subject of fee-splitting was dealt with frankly 
in the report of the Judicial Council. Some physicians 
have attempted to find a qualified defence of this 
practice in the wording of a sentence in the Asso- 
ciation’s Principles of Medical Ethics, which says 
that “it is also unprofessional to divide a fee for 
medical advice or surgical treatment, unless the 
patient or his next friend is fully informed as to the 
terms of the transaction.” In order that the intention 
of this section should be expressed in unequivocal 
language the Judicial Council recommended = an 
amendment to read: “ When a patient is referred 
by one physician to another for consultation or fo! 
treatment, whether the physician in charge accom- 
panies the patient or not, it is unethical to give o1 
to receive a commission by whatever term it may 
be called or under any guise or pretext whatsoever. 
This amendment was warmly endorsed during the 
convention by the Reference Committee on Leyisla- 
tion and Public Relations and was adopted by the 
House of Delegates at its second session. The House 
also adopted a resolution disapproving the recent 
change in policy of the American Red Cross permitting 
their nurses to serve patients under the care of 
osteopaths and chiropractors. At the final meeting 
opposition was raised against a Bill now before the 
U.S. Senate Committee. which seeks to MM pose 
prohibitive tariffs on foreign surgical instruments. 
X ray equipment, vacuum tubes, valve tubes, and 
scientific glassware. It was pointed out that these 
proposals, if adopted, would add materially to the 
already high cost of medical care. The resolution 
was referred to the Board of Trustees. 





Public Bealth Serbices. 


REPORTS OF MEDICAL OFFICERS OF HEALTH. 
City OF LONDON. 


Statistics.—The estimated population of the City 
was 11,450, which gives a density of 17-3 persons 
per acre, as compared with about 60 per acre for the 
County of London. The resident population has 
steadily declined from 112,063 in 1861 to the present 
figure. The births numbered 82 and the deaths 140. 
giving a birth-rate of 7-2 and a death-rate of 12-2. 
The deaths from pulmonary tuberculosis numbered 15. 
from other tuberculous diseases 5, from cancer 16, 
from heart disease $1, from bronchitis 6. fron 
pneumonia, 7, from other respiratory diseases 6. and 
there were no deaths from influenza. The corre 
sponding rates were tuberculosis 1:57, cancer 1-4. 
heart disease 2-7, and respiratory diseases 1:7. Th« 
five infant deaths gave an infant mortality-rate of 60. 
and there were three deaths between 1 and 5 vears. 
That one cannot make deductions from — th: 
rates for a small population is well illustrated by the 
fact that Dr. W. M. Willoughby records no deaths 
from childbirth, whilst in the comparative table for 
the London boroughs in the County report th: 
childbirth mortality for the City is given as. 
12-05, evidently calculated on one childbirth death 
The small number of births enables a_ close 
personal touch to be maintained between the 
infant welfare centre at St. Bartholomew's Hospital 
and the city mothers. 


Infectious and Other Diseases. 


The great majority of the notified infectious diseases 
were removed to hospital; thus out of 57 only one case 
each of scarlet fever, erysipelas, ophthalmia neona- 
torum, and pneumonia was treated at home. There 
were no notifications of puerperal fever or pyrexia. 
and there was no call made on the funds set aside for 
the nursing of measles, influenza, &c. Dr. Willoughby 
favours the notification of acute rheumatism in 
children under 16 Years and the establishment of 
supervisory centres for such in London. The new 
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London regulations for infectious diseases came into 
operation on Jan. Ist, 1892. Trench fever has been 
removed from the list. Cases of malaria, induced 
therapeutically, need not be notified unless the 
practitioner in charge thinks that the patient is liable 
to relapses. In the case of enteric fever and dysentery 
must be taken to protect food against con- 
tamination by carriers. The question of bakers’ itch 
came under consideration because one of the metro- 
politan boroughs sought powers enabling its medical 
officers of health to enter a bakehouse and examine 
the staff with a view to the detection of such skin 
diseases. Dr. Willoughby points out that ‘* bakers’ 
itch ” is an indication of the excessive presence of 
worm. and insect-infested flour at the source of supply 
or at the bakehouse, and that he felt) compelled to 
advise Committee against the support of such 
piecemeal legislation. He thinks this should be 
merged in the larger subject of disease and cleanliness 
in relation to all foodstuffs, which is at present under 
the consideration of the Ministry of Health. The 
hours of the tuberculosis dispensary, established at 
St. Bartholomew's Hospital, have been rearranged with 
advantage. Wards are available for the reception 
of cases presenting difficulties of diagnosis, and the 
patients treated include residents of the City and 
workers in the City. The attendances show a decline 
owing to the removal of chronic cases as the result 
of the demolition of the Hutchison-avenue property. 
The corporation have made arrangements to maintain 
infectious advanced City cases at St. Columba’s 
Hospital, Swiss Cottage. More use has been made of 
wtificial pneumothorax. The tuberculosis dispensary 
has been put at the disposal of the College of Nursing 
for the training of health visitor students. In 
connexion with the V.D. clinic, also at St. Bartholo- 
mews. in-patient treatment has been discontinued 
in the interests of economy. The number of cases 
discharged after completion of treatment was 7. 
and the number of cases who ceased to attend before 
final tests was 23 before completing the first course. 


25 after completion 


steps 


his 


13 after one or more courses, and 


of treatment. Of the 476 venereal cases treated 
during the vear, 1145 were residents of London. and the 
remainder lived inthe counties of Essex, Herts. Surrey. 
and Kent. 


Atmosphe rie Pollution. 

Records of atmospheric pollution by the analysis of 
rain-water are kept at Golden-lane, and a table is given 
showing the comparison, month by month, between 
Golden-lane and the Meteorological Office, South 
Kensington on the West and Victoria Park on the 
East. During most months of 1928 Golden-lane was 
considerably worse than the western station and very 
much worse than Victoria Park. In May. however. 
the western and eastern stations were about the same 
and Golden-lane nearly twice as bad. In July the 
Meteorological Office was much the best. In 
September the Meteorological Office was. slightly 
better than Victoria Park. while Golden-lane was 
fivefold worse. In December the Meteorological 
Office and Golden-lane were each about twice as bad 
as Victoria Park. An observation is also made every 
midday at the Guildhall by a modern dry method. 
It was found that during the year the noon impurity, 
varied from a half to 5 mg. per cubic metre of air, 
the latter figure including times of fog. Dr. Willoughby 
thinks the time is approaching when a bright, smokeless 
fuel will be generally available for open grates and the 
solution of the domestic smoke problem. 


Milk. 

Of 48 samples of milk examined for tubercle, 4 
yvave a positive result. In one of the 4 the follow-up 
at the farm revealed tuberculous udders. In 2 cases 
the follow-up was a failure and the fourth was being 
investigated at the end of the vear. Dr. Willoughby 
is impressed with the ease of application and the 
greater certainty of the intradermal test. He quotes 
figures showing that out of S35 non-reactors to the 
subcutaneous, 122 reacted to the intradermal test. 
and that the autopsy confirmed the result in all th: 





94 animals examined post mortem. 
advantages of the new tests: the veterinary 
surgeon's visits are reduced from 8 to 3: the tested 
animal need not be kept indoors; its milk yield is 
unaffected ; the test is without risk to pregnant or 
young animals: and doping by tuberculin does not 
nullify the test. which can be successfully repeated at 
intervals of 3 weeks. On Oct. Ist. 1928, Article 29 of 
the Milk and Dairies Order, 1926, came into operation, 
according to which churns or used for the 
transport of milk must bear the name and address 
of the owner in permanent marking and be provided 
with a lid without openings and so constructed as to 
prevent the access of dirt to the milk and the return 
to the interior of any milk which may have been 
splashed above the lid. Two prosecutions for milk 
deficient in fat, 13 per cent. and 26) per cent. 
respectively. were dismissed by the magistrate 
because he was satisfied that the milk was delivered as 


He gives as 


vessels 


given by the cow. The veterinary officer, Mr. 
T. D. Young, who has recently paid a visit to 
Australia and New Zealand to inspect the meat 


industry in those countries on the invitation of thei 
Governments, taking the meat industries «f U.S.A. 
and Canada en route, reports on meat inspection. 


Meat. 


Argentina, during 1928, sent to us 470,000 tons of 
beef, 100,000 tons less than last year, but 76 per cent. 
of our imported beef. Australia sent 8 per cent. and 
Uruguay 6 per cent. New Zealand sent nearly 
+) per cent. of our imported mutton and lamb, while 
Argentina sent 27 per cent., Australia 9 per cent., and 
Uruguay 7 per cent. New Zealand sent nearly half 
of the imported frozen pork, whilst the Irish Free 
State increased her shipments of fresh pork by 5500 
tons. Denmark supplied 60 per cent. of our imported 
bacon and Holland 11 per cent. It was hoped that 


ithe removal of the embargo against Canadian cattle 


would increase our supplies of fat and store cattle, 
but this has not happened, because the Canadians have 
been able to obtain more money for such animals in 
Chicago. The Irish Gevernment have passed a new 
meat inspection law under which meat inspectors will 
be appointed in Treland in all places from which meat 
is exported to Smithfield. All the countries which 
export mutton and lamb to Smithfield are suffering 
loss from the condemnation of carcasses affected with 
caseous lymphadenitis—namely,. Argentina, Australia, 
New Zealand. Chili, and Uruguay—and determined 
efforts are being made in every case by the Govern- 
ments concerned to improve the method of examina- 
tion of the carcasses and offal at the places of slaughter. 
Mr. Young mentions that Argentina has sent, experi- 
mentally, small consignments of © chilled” instead of 
frozen mutton, and that the appearances of these 
carcasses during the autumn and winter was so good 


that it was very difficult to distinguish them from 
home-killed mutton. The conditions under which 


meat has been handled and transported to and from 
the City markets improved greatly during 1928, and in 
the great majority of verbal caution to 
thoughtless contraventions of the regulations was all 
that was required. 


cases as 


Housing. 


Dr. Willoughby has made an inspection of all the 
dwelling houses in the case of which demolition might 
seem desirable. and he has formed the opinion that 
the housing question in the City is not now one which 
would justify the City Corporation in embarking 
upon any further housing schemes. The City pigeons 
were reduced by about 2000 during 1928. 


Rats. 


Dr. Willoughly states that there is a great decrease in 
the rat population, that owing to constant attention 
to drains and sewers the brown rat is fast disappearing, 
and that as new buildings replace old the lessening in 
number of the smaller black rat will be apparent. 


Unfortunately. the owner is not responsible for the 
rat-proofing of buildings, which is a very expensive 
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matter. If the drains are out of order the owner can, 
of course, be called upon, and this is one effective way 
of reducing the number of brown rats. Examples of 
specifications for rat-proofing against the black rat 
are given in Dr. Willoughby’s report and illustrate 
graphically the expense involved. Present observa- 
tions suggest that the black rat in the City outnumbers 
the brown rat by 3 to 1. Poisons and viruses are not 
much used in the City. The traps which give the best 
results are the ‘ breakback’”’ and varnish traps 
the latter being now in general use and the most 
successful of all. Some of the wire traps are constructed 
of wire so fine that captured rats can force their way 
out. 
TYNE PoRT SANITARY AUTHORITY. 

IN his annual report to this authority Dr. W. E. 
Harker mentions that during 1928 9377 ships arrived, 
of which 8431 were inspected. Single cases of measles, 
mumps, and enteric fever were removed to hospital, 
but no cholera, plague, or yellow fever came to 
notice. Defects were noted in 607 ships (side ports 
defective in 318, water-closets in 122) and dirty 
accommodation for crews in 877—i.e., 12 per cent. of 
British and 6 per cent. of foreign ships. Uncleanliness 
is likely to develop at the end of a voyage, and in this 
connexion it has been pointed out that the crews of 
British ships are paid off in British ports, whereas 
foreigners are not. Except 800 tons of wheat sent to 
Rotterdam, the food imported was found in good 
condition. The aliens arriving were all clean. Treat- 
ment for venereal disease is offered to every ship on 
arrival; we are not told whether it is ever accepted. 
There is an official rat-catcher and on 67 vessels 
2628 rats were destroyed, none of which were found 
to be infected with plague. On account of infection, 
1957 beds were burnt. Fishing boats are inspected 
and 20 were cleansed and deodorised. The 18 water- 
boats were in good condition, and the water of 
25 ships was changed; these also had their tanks 


purified. 


INFECTIOUS DISEASE IN ENGLAND 
WALES DURING THE WEEK ENDED 
AUGUST 3rp, 1929. 


Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
129 (last week 129); scarlet fever, 1776; diphtheria. 
812; enteric fever, 50; pneumonia, 683; puerperal 
fever, 24; puerperal pyrexia, 98;  cerebro-spinal 
fever, 13; acute poliomyelitis, 14; acute polio- 
encephalitis, 1 ; encephalitis lethargica, 30; 
dysentery, 6; and ophthalmia neonatorum, 115. 
No case of cholera, plague, or typhus fever was 
notified during the week. 


AND 


The number of cases in the Infectious Hospitals of the 
Metropolitan Asylums Board on August 6th-7th was as 
follows :— Small-pox, 134 under treatment,9 under observa- 
tion (last week 161 and 9% respectively); scarlet fever, 
1353; diphtheria, 1520; enteric fever, 12; measles, 314; 
whooping-cough, 295 ; puerperal fever, 23 (plus 13 babies 
encephalitis lethargica, 122; ‘‘ other diseases,’ 22. At 
St. Margaret’s Hospital there were 17 babies (plus 9 mothers 
with ophthalmia neonatorum. 


Deaths.—In the aggregate of great towns, including 
London, there were no deaths from small-pox, 5 (2) 
from enteric fever, 33 (4) from measles, 2 (0) from 
scarlet fever, 26 (3) from whooping-cough, 18 (6) from 
diphtheria, 60 (13) from diarrho@a and enteritis under 
two years, and 29 (1) from influenza. The figures in 
parentheses are those for London itself. 


Three of the deaths from measles were reported from 
Stoke-on-Trent, 3 from Manchester, and 6 from Liverpool. 
Those from whooping-cough included 4 from Sheffield, and 
3 each from Walsall, Birmingham, and Liverpool. Nine of 
the deaths from diarrhoea and enteritis under two years 
were recorded from Liverpool, 4 from Hull, and 3 each from 
Stoke-on-Trent, Birmingham, and Manchester. 


The number of stillbirths reported during the week 
was 251 (corresponding to a rate of 36 per 1000 
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total births), including 42 in London. 











Death from Small-por. 

Dr. Vynne Borland, medical officer of health for 
the metropolitan borough of Bethnal Green, informs 
us that in the fatal case of small-pox recorded last 
week the patient was an unvaccinated boy aged 13. 
On July 7th, the day after the rash appeared, he was 
takentothe South Wharf Hospital, Rotherhithe, and for 
the following details we are indebted to Dr. W. J. A. 
Coughlan, assistant medical officer in the River 
Ambulance Service. The patient was admitted with 
an attack of confluent small-pox, accompanied by 
severe toxemia, He had suffered for eight years from 
suprapubic fistula, the result of an accident at the age 
of 4 vears, which caused damage to the bladder and 
urethra. As a direct result of the attack of confluent 
small-pox a general septic condition supervened from 
which he died. ‘The fatal result in this case,’’ 
writes Dr. Coughlan,’ must be regarded as more directly 
due to the severity of the small-pox infection than has 
been the case in previous fatalities which have followed 
the existing mild form of the disease.’ 

We understand that the cause of death was certified 
as septicemia, confluent small-pox, and vesical fistula. 


’ 





Che Serbices. 


ROYAL NAVAL 
Surg. Comdr. H. B. Hill 
rank of Surg. Capt. 
Surg. Comdr. W. I. 
at own request. 


MEDICAL SERVICE, 


is placed on the Retd. List with 


Gerrard is placed on the Retd. List 


ROYAL NAVAL VOLUNTEER RESERVE, 
Surg. Lt.-Comdr. G. MeCoull to Victory, for R.N. Hospital, 
Haslar, for training. 


Surg. Lts.G. H. Bradshaw, F. E. Stabler, and C. H. A. 
Fido (D.) to Victory, for R.N. Hospital, Haslar, for training 


ROYAL ARMY 
Capt. F. T. late 


MEDICAL CORPS. 
Asay Eee ss 


Boucher, to be temp. 


Capt., and temporarily relinquishes the rank of Capt. 
ARMY DENTAL CORPS. 
Lt. I. A. Barlow to be Capt. 
TERRITORIAL ARMY. 


Lt.-Col. (Bt. Col.) P. J. 
to be Lt.-Col. (Bt. Col.). 

Maj. F. H. White, having attained the age limit, retires and 
retains his rank, with permission to the prescribed 
uniform, 


Gaffikin, from T.A. Res. of Off., 


wear 


INDIAN MEDICAL 
Maj. M. Purvis retires. 
Lt. (on prob.) J. Acheson to be Capt. (prov. 


DEATHS IN THE SERVICES 

Colonel Alfred Peterkin, C.., A.M.S., retired, who died at 
Queen Alexandra’s Military Hospital, Millbank, on July 17th 
at the age of 75, graduated in medicine at the University of 
Glasgow in 1878. He was a man of magnificent physique, 
and an old Rugby International, playing for Scotland. He 
entered the Army Medical Service as surgeon in 1880, In 
the following year he saw service in the Transvaal War, and 
in 1902 in the South African War, and received the Queen’s 
medal and two clasps. As an administrative officer he was later 
employed in Mauritius, South Africa, and in London up to 
the time of his retirement in 1911. At the beginning of the 
late war he rejoined for service and was appointed to the 
charge of the London Command. He had an up-hill fight. as 
in addition to the ordinary army duties of his position, 
which in peace time were comparatively slight, he had to 
deal with tive Territorial Hospitals, many private hospitals, 
the Territorial Units of the two London Divisions (amounting 
to over 60 Units), all of which, as well as the Guards and the 
Central Recruiting Depdt Whitehall, 
briskly. After a short time crowds of wounded arrived, 
while medical officers were very scarce, and Peterkin dealt 
manfully with the situation as far as his responsibilities went. 
A steady, level-headed, and imperturbable officer, Colonel 
Peterkin was beloved by his juniors and thought much of by 
his seniors, and when he did not always see eye to eye with 
the authorities he carried out all orders loyally and thoroughly. 
He was made a Companion of the Bath during the 
Latterly he did some work for the Ministry of Pensions 
finally joined the Pensions Appeal Tribunals. 


SERVICE, 


on prob.). 


at were working 


war. 
, and 

















356 THE LANCET, | MILDER VACCINATION, [AuGusT 17, 1929 
second outbreak, out of 75 cases, 67 were unvaccinated 
and eight were vaccinated in infancy, their ages 

Correspondence. being 25, 32, 46, 47, 48, 49, 50, and 56. These 
figures speak for themselves, but it will be noted 
that in 1927-28 the disease attacked patients as 

“‘Audi alteram partem.’’ young as 25, who had been vaccinated in infancy, 
and this clearly points to the necessity of recent 
Pe ae : vaccination, 
A MEMORIAL TO FERNAND WIDAL. In the first outbreak, of the unvaccinated cases 
To the Editor of THE LANCET. three were vaccinated by the medical officer of health 
S rn ; ‘ eae after exposure to infection, but (as it proved) too 
Sirn,—The enclosed letter explains itself and hte Ge chien. ait Gian pied. 


I propose to do what these distinguished Frenchmen 
ask me. Will you kindly receive subscriptions for me 
and allow me to state that I should like myself to 
subscribe 3 guineas ? 
I am, Sir, yours faithfully, 
ALMROTH WRIGHT. 
St. Mary’s Hospital, Paddington, August 13th, 1929. 


Prof. ALMROTH WRIGHT. 


MONSIEUR ET CHER COLLEGUE, 

Les admirateurs, les amis et les éléves du Professeur 
Fernand Widal ont décidé de former un Comité 
d’honneur pour perpétuer sa mémoire et répandre son 
ceuvre scientifique. Dans ce but, ils ont l’intention 
de lui élever un monument, de faire figurer son 
effigie en médaillon a la Faculté de Médecine et a 
VHopital Cochin et de publier une édition de 
ensemble de ses travaux. 

Un certain nombre de nos collégues étrangers nous 
ont exprimé le désir de se joindre & nous et nous 
avons accepté avec joie leur concours. 

Nous vous serions reconnaissants de bien vouloir 
prendre l’initiative de pressentir a ce sujet les person- 
nalités de votre pays qui ont entretenu des relations 
avec le Professeur Widal et qui gardent pieusement 
son souvenir. Nous serions heureux de les voir se 
grouper autour de vous en un comité qui se chargera 
de recueillir les souscriptions et qui nous aidera dans 
l’accomplissement de la tache que nous nous sommes 
pre yposee. 

Veuillez agréer, Monsieur et cher Collégue, les 
assurances de notre considération la plus distinguée. 

FERNAND BEZANGON, 

76, Rue de Monceau. 
ANDRE LEMIERRE, 

217, Faubourg Saint-Honoré. 
PIERRE ABRAMI, 

9, Rue de Lille. 
MARCEL BRULEE, 

3, Rue Dufrénoy. 
EDOUARD JOLTRAIN, 

63, Avenue de Villiers. 
LOUIS PASTEUR VALLERY-RADOT, 

5, Avenue Constant Coquelin. 

*.* We have recorded this movement in an annota- 
tion on page 346. Subscriptions to the Fund can be 
sent to this office, addressed ‘* Widal Memorial, 
care of The Editor, THE LANCET.’’—Eb. L. 


MILDER VACCINATION. 
To the Editor of THE LANCET. 


Sir,—It may be of interest if I give a short account 
of recent experience at Scarborough which 
closely on some of the questions raised in 
leading article of August 3rd (p. 233). 

Of late years there have been two outbreaks in the 
town, from October, 1924. to June, 1925 (45 cases), 
and from January, 1927, to March, 1928 (75 cases). 
The district is, and always has been, poorly 
vaccinated, the percentage of infants vaccinated in 
1924 and 1925 being 30 in each year, but the vaccinal 
condition of those attacked affords good evidence of 
the protection afforded. In the first outbreak, out 
of 45 cases, 40 were unvaccinated, four were vaccinated 
in infancy, and in one case the vaccinal condition 
was unknown ; the ages of the four persons vaccinated 
in infancy were 51, 36, 52, and 63 years. In the 


bears 
your 





Vaccination must be 
successfully performed within three days of exposure 
to the disease, if the attack is to be averted. 

As public vaccinator, | found much opposition to 
vaccination in Scarborough; only a small proportion 
take advantage of the conscientious clause on 
conscientious grounds, and the majority use it as a 
means of escaping the extra care entailed in attending 
to a vaccinated arm. Some still think that vaccina- 
tion will cause the child to develop some other 
disease, chiefly tuberculosis. The percentages of 
vaccinations in infants (to births), quoted earlier, 
give no real idea of the vaccinal condition of the 
town before and during the two outbreaks. Thus 
my vaccination register shows that in F. School, 
out of 178 children vaccinated, 165 had never been 
vaccinated before ; in S.M. School, out of 128 children, 
112 had never been vaccinated before ; in C. School, 
out of 225 children, 195 had never been vaccinated 
before; in the vaccination centre at E., out of 
69 persons vaccinated, 52 had never been vaccinated 
before ; and in the centre at S.S., out of 12 persons 
vaccinated, 8 had never been vaccinated before. 
The figures for the high school were much better ; 
out of 56 vaccinated, 30 had never been vaccinated 
before. 

During the two outbreaks a number of revaccina- 
tions were performed on children under the age of 10. 
Most of these were unsuccessful. Of the successful 
cases the majority showed no more than two scars 
of a previous vaccination. Incomplete vaccination, 
as shown by only one or two scars, means incomplete 
safety, but as the Rolleston Committee point out, 
multiple insertions may perhaps be reserved for those 
who desire to obtain the maximum protection at 
one stage. The instruction to public vaccinators by 
the Ministry of Health is not to revaccinate any child 
under the age of 10. The lowest age at which 
revaccination was successfully performed by me was 
7 years. This suggests that during an outbreak of 
small-pox it is wise to revaccinate children of or 
above 7 years of age, even if they have previously 
been successfully vaccinated. 

In your leading article you say that “ it is probable 
that the lymph now in use is considerably stronger 
than necessary,” and it is noteworthy that in both 
the Scarborough outbreaks a violent reaction was 
produced by vaccination in a large number of cases. 
This reaction is of special significance in the presence 
of the prevalent mild type of small-pox, since the 
vaccinal reaction was often more severe than the 
disease itself. Most cases of small-pox progressed 
well after the appearance of the rash, whilst many 
cases of vaccination were confined to bed for as long 
as a week. Some children were absent from school 
for two or three weeks. Cases of this violent reaction 
were chiefly children of school age, and I estimate 
the percentage as about 20. In most of them on 
the eighth day the arms appeared to be taking a 
normal course, but during the next two or three days 
this reaction had set in. Fever (with temperature 
often as high as 103° F.), delirium, headache. backache, 
vomiting, pronounced weakness, and vertigo were 
common. The arm showed a varying amount of 
inflammation, from red rings round the vesicles to 
severe cellulitis extending from the upper arm to the 
wrist, with redness and cedema. The axillary glands 
were greatly enlarged and very tender.  Super- 
numerary vesicles were often seen, one child having 
eight and another ten vesicles from four scarifications. 
Herpes was frequent on the lips, and one child had 
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a patch of herpes on the breast and neck on the 
same side as the vaccination. 

The same technique was employed in all my 
vaccinations, and all vaccinations were performed 
with Government lymph. In a number of 
modifications of the usual method were employed to 
discover, if possible, any factor which might have 
some bearing on the production of this reaction. 
Thus different. antiseptics were used to cleanse the 
skin; the scarifications were made with varying 
severity, or only half the usual quantity of vaccine 
lymph was used. No such factor was discovered. 
It was observed, however, that infants of 4 or 5 months 
who were vaccinated during the outbreaks did not 
show the same violent reaction. From thisit appeared 
that the actual presence of small-pox in school- 
children was an important factor in causing this 
violent reaction. I may here note that in the first 
outbreak of small-pox 50 per cent. of cases occurred 
in children of school age, whilst in the second outbreak 
the figure was 60 per cent. 

A similar violent reaction occurred during the 
1923 epidemic in Gloucester, and my experience at 
Scarborough indicates that in the presence of the 
present type of mild small-pox Government lymph 
is too potent. Unfortunately, in the words of the 
Rolleston Committee there is still ‘‘ a great lack of 
information as to the minimal dose of lymph necessary 
to secure adequate immunity from small-pox.” 

I am, Sir, yours faithfully, 
NATHAN WALSH, M.B., Ch.B. 

Scarborough, August 9th, 1929. 


cases 


MEDICAL EDUCATION, 
To the Editor of THe LANCET. 

Sir,.—The report of Prof. T. J. Mackie’s address on 
medical education, published on p. 298 of your last 
issue, affords food for thought. I believe that medical 
men underrate the biological concept of man, of 
brain + muscle, supported by a bony framework 
(the skeleton). Much in our teaching of physiology, 
anatomy, and psychology would benefit by a greater 
appreciation of this concept, and its corollary the 
physiological properties of thought. This question, of 
course, is a big one and is outside the scope of this 
letter, which is to suggest a few practical ways whereby 
the student’s course can be shortened and simplified 
with advantage. My suggestions are :- 

1. That the students after their first M.B., or its 
equivalent, be brought into the wards by their 
physiological teacher to perform the routine pathology 
of the wards—e.g., the blood-sugar and urea estima- 
tions, examinations of the urines, and blood examina- 
tions, &c.; and that they should go to all the 
elementary classes on bacteriology, morbid anatomy, 
morbid histology, &c.. which they now attend after 
their second M.B. The students at this stage are 
not taught their clinical physical signs till after, 
we will say, nine months, but they might, of course, 
be shown the salient points of a case illustrating 
physiological or pathological problems. The patho- 
logist (of the teaching staff) could then devote himself 
to the more difficult problems of pathology itself. 
The physiologist and the pathologist should oppose 
each other as counsel in law cases do to arrive at the 
truth, and each be mutually dependent on each other 
for his knowledge. 

2. That all the present pass examinations should 
be abolished and the other examinations modified. 
Instead of them a class-mark should be given and a 
Viva-voce examination held at the end, say, of every 
six months. 

A clever student should be able to pass through the 
course more quickly than a dull one; as things now 
stand all students (except those that fail in their 
examinations) are reduced to the same level; they 
all pass the first M.B. together, they all pass the 


second M.B. together, and when they arrive in the 
wards they all have to start at the same level again ; 
and at the end of their course (five vears) not very 





much, it seems to me, is known of their abilities, or 


for what branches of the profession that they are 
fitted ; a future researcher, for instance, may be 
caught young, and helped and educated for that 


purpose. The present faulty state of affairs was 
lucidly described in Prof. Lovatt Evans’s address 
before the British Association at Glasgow last vear 
(THE LANCET, 1928, ii., 535). 7 

It seems to me that in our teaching of medicine 
we might well emulate the law (as mentioned before) 


in respect to its method of arriving at and of 
assessing the truth, thus obviating inter alia 


watertight compartments of knowledge. 
I am, Sir, yours faithfully, 
A. H. MILLER, 


Bournemouth, August 9th, 1929. 


M.D.Camb. 


EARLY TREATMENT IN ACUTE ANTERIOR 
POLIOMYELITIS. 
To the Editor of Tue LANCET. 

Str.—I do not think it would be superfluous to 
remind ourselves that an epidemic of acute anterior 
poliomyelitis is very liable to occur at this particular 
period of the year. It will be remembered that the 
epidemic of 1926 started that summer and reached 
its height during the drought. During that epidemic 
I saw over 150 cases, chiefly in Essex. I was fortunate 
enough to treat most of them from the very onset 
of the disease. This was at their own homes, or in 
fever hospitals, or at the various hospitals to which 
Iam attached. In addition to the ordinary orthopedic 
treatment it was also possible to give suitable cases 
the serum from convalescent or chronic cases of the 
disease with encouraging results. History may be 
repeating itself, as I have already seen a number of 
acute cases within the last few weeks. 

I would, therefore, plead that the orthopeedic 
surgeon should be allowed to treat the patients, 
wherever they may be, in fever hospital or elsewhere, 
from the moment of the onset of the disease, thereby 
following out, to the minutest detail, the teaching of 
Sir Robert Jones that the affected muscles should 
have immediate complete and absolute rest in the 
orthodox positions necessary for optimum utility 
after the acute stage has passed. 

I am, Sir, yours faithfully, 
B. WuitcuurcH HowELL. 
Weymouth-street, W., Angust 7th, 1929. 


THE LATE DR. MITCHELL BRUCE. 
To the Editor of THe LANCET. 
SIR, I read with a sense of personal loss and 


keen regret of the death of Dr. J. Mitchell Bruce. 
I was fortunate enough in 1888 to be with him as a 
post-graduate at Brompton, and from his lips learned 
much that I have, year after year, transmitted to 
my students at the Jefferson Medical College of 
Philadelphia. The description of his character and 
methods in your notice of his death is excellent. 
Of him it may be said: Doctor et scriptor clarissimus, 
vir carissimus. 
I am, Sir, yours faithfully, 
Philadelphia, July 23rd, 1929. HOBART AMoRY HARE. 


AURAL DISEASE AND BATHING. 
To the Editor of THE LANCET. 

Sir,—My friend Dr. Graham Forbes in his kind 
reply to my letter in your issue of August 3rd gives 
an account of the tests employed for the purity of 
swimming-bath water, but he will not quarrel with 
me when I emphasise that the ultimate test is the 
clinical test. In this the consensus of specialist 
opinion clear: (1) that the metropolitan 
swimming-baths are a real source of danger; (2) that 


seems 
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open-air and sea-bathing appears less fraught with 
danger, from which it seems to follow that the con- 
tamination of the water is a matter of moment; 
(3) that the infecting micro-organism is a strepto- 
coccus. There are many loop-holes for error in the 
bacteriological testing of swimming-baths and the 
chemical purification of the water possibly by some 
untrained person. The clinical test remains, and 
I venture to think that a case has been made out for 
the scientific reinvestigation of the question with a 
view to finding the condition of affairs at its worst. 
I should be happy to think that perhaps such work 


might fall within the scope of Dr. Forbes’s own 
official researches.—I am, Sir, yours faithfully, 
August 12th, 1929. PRC. 








EDWARD OCTAVIUS CROFT, M.D. Duru., 
L.R.C.P. LoND., M.R.C.S. ENG., 


LATE PROFESSOR OF OBSTETRICS IN THE UNIVERSITY OF LEEDS. 


Edward Octavius Croft, who died at Headingley, 
Leeds, on August 7th, was the son of the late Charles 
Ilderton Croft, F.R.C.S., of St. Laurence Pountney, 
London, and received his education at University 
College, London, from whence he qualified with the 
double English diploma. The branch of medicine in 
which he later specialised was early indicated by his 
appointments resident obstetric assistant to 
University College, London, resident medical officer 
to the General Lying-in Hospital, and registrar and 
pathologist to the North-Eastern Hospital for Children. 
When in 1885 a new department consisting of an 
out-patient and in-patient department for the diseases 
of women was instituted at the Leeds General 
Infirmary there was also started an extern department 
for midwifery, the first hon. officer of which was the 
late Dr. James Braithwaite; Croft being elected 
resident obstetric officer, the organisation of the 
extern midwifery department Was then to a large extent 
left in his hands. Such a department was new to 
Leeds, where until that time the students had gained 
their experience in midwifery from private practi- 
tioners for the most part, and partly from the obstetric 
work in the workhouse infirmaries. Croft started on 
a course of reform with tact and vigour, and 
in a short time the midwifery training in Leeds 
assumed a new and much more - satisfactory 
position. It is not too much to say that the 
department was mainly the result of his efforts, 
for Dr. Braithwaite, with full confidence, left the 
organisation in his hands. 

In 1898 Croft graduated as M.D. Durh. and became 
demonstrator of obstetrics at the Yorkshire College, 
and in 1910 he was appointed lecturer in gynecology 
in the University of Leeds and subsequently professor 
of obstetrics. He was also honorary consulting 
physician to the Workwomen’s Convalescent Home at 
Ilkley, senior hon. surgeon to the Leeds Hospital for 
Women and Children, and hon. surgeon to the Leeds 
Maternity Hospital. He was a past president of the 
North of England Obstetrical and Gynecological 
Society and also of the Leeds and West Riding Medico- 
Chirurgical Society, and acted as an examiner to the 
Central Midwives Board. Although he was not a 
prolific writer, he contributed to the transactions of the 
different societies dealing with the branch of medicine 
in which he was specially interested, and occasionally 
to our columns. 

In private life Croft was a deservedly popular man. 
A colleague writes of him: *‘ He was one of the 
straightest men I have ever met, absolutely honest 
in every way. An amusing companion, his ready sense 
of humour showed itself in the way in which he 


as 


organised regularly the Christmas entertainments at 
the Leeds General Infirmary.” 





Medical Netus. 


UNIVERSITY OF LONDON.—Applications are invited 
for the William Julius Mickle Fellowship, of the value of at 
least £200, which is awarded annually by the Senate to the 
man or woman who, being resident in London and a graduate 
of the University, has in the opinion of the Senate done most 
to advance medical art or science within the preceding five 
years. Applications must be made in proper form to the 
Principal of the University not later than Oct. Ist. 
Particulars may be had on application. 


INTERNATIONAL MEDICAL CLUB OF NEW YoRK.— 
Members of the medical profession who intend to visit 
the United States are informed by the International Medical 
Club of New York that one of the aims of the Club is to 
receive and direct such visitors during their sojourn. The 
objects of the Club are set out in a leaflet which can be 
obtained from the Chairman of the Liaison Committee, Dr. 
Fred H. Albee, 30, East 40th Street, New York City; they 
are briefly the promotion of social and academic relations 
between medical graduates in America and the establish- 
ment of a friendly and scientific union between the Club and 
organisations with similar aims in foreign countries. It is 
hoped to get into touch with representatives of medicine in 
all countries, and ascertain what post-graduate medical 
opportunities are in existence. The president of the Club 
is Dr, Jacques W. Maliniak. 


DISEASES OF THE NERVOUS SysTEM.—<A_ post- 
graduate course on this subject will be held at the National 
Hospital, Queen-square, from Oct. 7th to Nov. 29th. The 
general course will consist of 32 clinical lectures and demon- 
strations at 3.30 P.M. each weekday, except Wednesday and 
Saturday. There will be teaching in the out-patient depart- 
ment on each weekday except Saturday at 2 p.m., and eight 
pathological lectures and demonstrations on Mondays at 
noon. A course of eight lectures on the Anatomy and 
Physiology of the Nervous System will be arranged on 
Fridays at noon if there are enough applicants, and 12 
clinical demonstrations, chiefly on Methods of Examination 
of the Nervous System, will be given on Tuesdays and 
Thursdays at the same hour. Tickets entitling the holder 
to attend the out-patients clinic may be obtained, and a 
limited number of students can be enrolled as ward clerks. 
Application should be made to the Secretary of the Medical 
School, National Hospital, Queen-square, London, W.C.1. 


MATERNITY INSTITUTIONS.—The Scottish Depart- 
ment of Health has approved of the Glasgow Corporation’s 
proposal to build a new maternity hospital. The institution, 
which will accommodate from 100 to 150 beds, will provide 
treatment for pat ients who are unable to pay for nursing- 
home charges. A site has not yet been selected.—The 
annual report of the Maternity Centre for Holborn, Finsbury, 
and the City Border records a busy year. There are 
420 mothers on the register, and the superinteadent paid 
1381 visits. Consultations by doctors dealt with 2296 
mothers and 2824 children. The honorary physicians 
state that ‘‘ there has been no very marked falling off ”’ 
in the physique and nutrition of ‘the children in consequence 
of the unsatisfactory economic conditions caused by 
unemployment and short time. 

INTERNATIONAL ASSOCIATION FOR THE PREVENTION 
oF TUBERCULOSJs.—As we have already announced, the 
fifteenth annual conference of this Association will be held 
in the Connaught Hall, Newceastle-upon-Tyne, from 
Oct. 10th-12th. On the first day, after a formal opening of 
the Conference by the Lord Mayor, Mr. Henry Mess, Ph.D., 
will give an address entitled Tuberculosis on Tyneside : 
a Sociological Survey, and a discussion will follow. In the 
afternoon Dr. Edouard Rist, of Paris, will speak on the 
Factors that Produce Pulmonary Tuberculosis, a subject 
which will be discussed by Dr. A. F. Bernard Shaw, Dr. 
Cc. G. R. Goodwin, Sir Thomas Oliver, and others. On 
Oct. llth Dr. William Brand will out a Scheme of 
National Propaganda regarding Tuberculosis, and later 
Dr. A. H. Macpherson will give an address on Combined 
Treatment and Technical Education of Tuberculous Youths. 
In each case a discussion will follow. Other subjects to be 
considered include the Teaching of Tuberculosis to Under- 
graduates (introduced by Prof. Thomas Beattie and Dr. 
Fergus Hewat), the Training of Tuberculosis Medical 
Officers (Dr. W. H. Dickinson), Methods of Medical Propa- 
ganda regarding Tuberculosis (Dr. Harley Williams), and 
Dentistry in Relation to Tuberculosis (Dr. William Guy). 
The address of the Association is 1, Gordon-square, London, 
W.C. 1. 
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WorRLD LEAGUE FOR SEXUAL REFORM.—The third 
International Congress of the World League for Sexual 
Reform on a Scientific Basis will be held at the Wigmore 
Hall, Wigmore-street, London, W. 1, from Sept. 8th to 14th. 
The hon. secretary is Dr. Norman Haire, and communications 
may be sent to him at 127, Harley-street, London, W. 1. 


POST-GRADUATE COURSE IN NEUROLOGY AND 
PsYCHIATRY.— Under the auspices of the American Medical 
Association of Vienna systematic post-graduate classes in 
English will be held at Prof. Wagner-Jauregg’s Neuro- 
Psychiatric Clinic and at the Neurological Institute of Prof. 
Marburg in the University of Vienna from Jan. 2nd to 
Feb. 15th, 1930. Further information may be had from 
Dr. E. Spiegel, Falkestrasse 3, Vienna, IL, 


BRITISH SoctaAL HYGIENE Councin.—Mr. L. S. 
Amery, M.P., late Secretary of State for Dominion Affairs 
and for the Colonies, has accepted the chairmanship of the 
Imperial and International Committee of this Council. It 
is stated that arrangements are being made for providing 
missionaries and other social workers who are going abroad 
with a knowledge of the problems of social hygiene. In this 
connexion a diploma course has been instituted at Aberyst- 
wyth University and others are in view. 


INTERNATIONAL TRACHOMA PRIZE.—The Royal 
Hungarian Minister of Public Welfare and Labour offers a 
prize of 2000 Swiss francs for an essay embodying inde- 
pendent work on the #tiology of trachoma. Papers already 
published are eligible for the competition, and the judges may 
also consider work not submitted for competition, but 
published between July Ist of this year and June 30th, 1931. 
Essays may be written in German, English, French, Italian, 
or Hungarian, and should be sent to the Eye Clinic No. 1 
of the Royal Hungarian Peter Pazmany University (Budapest, 
VIII, Maria-utca 39) not later than June 30th, 1931. 


POST-GRADUATE COURSES IN FRANCE.——Dr. C. 
Laubry is to give a course on Diseases of the Heart and 
Vessels at the H6pital Broussais. Paris, from Oct. 7th 
to 19th. Particulars from Mr. Thiroloix at the hospital. 

From Nov. 4th to 16th Prof. Georges Mouriquand and 
his colleagues will hold a course in paediatrics at the Clinique 
Médicale Infantile of the University of Lyons. Application 
should be made to the Secrétariat de la Faculté de Médecine, 
18 quai Claude-Bernard, Lyon, before Oct. 25th. 


DONATIONS AND BEQUESTS.—Mr. 
Hillier, of Queen’s-road, Peckham, left £500 each to Sir 
William Treloar’s Hospital for Cripples, St. Dunstan’s 
Headquarters for Blind Sailors and Soldiers, and Dr. Bar- 
nardo’s Homes.—Alderman Robert Harold Posnett, of the 
Mount, Moughland-road, Runcorn, Cheshire, left £500 each 
to the National Children’s Home, Posnet House, Frodsham, 
and the Runcorn Cottage Hospital.—Mrs. Eliza Andrews, 
of Ardara, Comber, Co. Down, left £400 to the Comber 
Nursing Association, and £200 to the Royal Victoria Hospital, 
Belfast.—Mr. Michael Rogers Oldfield Thomas, of Edward’s- 
square, Kensington, besides other bequests, left £3000 to 
the London Hospital.—Mrs. Margaret Inglis or Breen, of 
Broomhide House, Partick, Glasgow, left £2000 to the 
Royal Hospital for Sick Children for a ‘“* Margaret Inglis 
Breen Ward,’ and £1000 each to the Royal Infirmary, 
Glasgow, The Western Infirmary, Glasgow, and Victoria 
Infirmary, Glasgow. 


Francis James 


FELLOWSHIP OF MEDICINE AND Post-GRADUATE 
MEDICAL ASsSOCIATION.—Courses will be in progress for 
another week at the All Saints’ Hospital (urology) and at 
the Queen’s Hospital for Children (pediatrics). The former 
is an afternoon and evening course and the latter lasts all 
day. Special courses in the following subjects will be given 
during September: diseases of the chest, Brompton 
Hospital, Sept. 9th to 14th; diseases of infants, Infants 
Hospital, Sept. 9th to 22nd; psychological medicine, 
Bethlem Royal Hospital, Tuesday and Saturday mornings, 
Sept. 10th to Oct. 5th; medicine, surgery, and the 
specialties, Westminster Hospital, for men only, Sept. 16th 
to 28th. An all-day course in gastro-enterology will be held 


at the Prince of Wales’s Hospital, Tottenham, from 
Sept. 30th to Oct. 4th. The Metropolitan Hospital will hold 
its first course under the auspices of the Fellowship, in 


medicine, surgery, and the specialties, from Oct. 21st to 
Nov. 2nd. This will be an all-day course. The Fellowship 
proposes to hold another evening course for the M.R.C.P. 
examination, from Oct. 15th to Dec. 6th, consisting of 16 
lectures on Tuesdays and Fridays at $.30 P.M., at 11, Chandos- 
street, W. 1. Full particulars of the above and other courses 
may be had from the Secretary of the Fellowship at 1, 
Wimpole-street, London, W. 1. 





WELFARE OF MERCHANT SEAMEN.—The second 
international conference on the health and welfare of 
merchant seamen will be held at Geneva from Oct. 7th to 9th. 
Particulars are obtainable from Dr. F. Humbert, League of 
Red Cross Societies, 2, Avenue Velasquez, Paris. 


GIFTS OF RADIUM TO Hosprrats.—It is stated that 
a visitor to Westminster Hospital on August 7th left £5000 
for the purchase of radium. He did not give his name. 
Another anonymous donor has presented £1500 worth of 
radium to the King Edward VII, Hospital at Windsor, 
where a department for radium therapy will shortly be 
opened. 


MEDICAL RESEARCH CounciL.—Under the auspices 
of the Council H.M. Stationery Office is about to publish 
a “System of Bacteriology in Relation to Medicine” in 
nine volumes, each of some 400 pages. The aim of this 
system, it is stated, is “to give a comprehensive but not 
encyclopedic survey of our present knowledge of bacteria 
and spirochetes, with special regard to their relations to 
the various fields of medical work.’’ It is being prepared 
by nearly 100 British bacteriologists, each of whom will 
treat of subjects in which he has taken special interest ; 
each article will represent the judgment of its author upon 
the present state of knowledge, based upon the published 
work of others and his own experience. Volume III. is the 
first volume to appear and will be available within a day 
or two, 


PEMBROKESHIRE WAR MEMORIAL HOSPITAL. A new 
Children’s Ward has been opened by Mrs. Lort-Phillips in 
memory of her husband, the late Colonel J. F. Lort-Phillips, 
of Laurenny. The opening ceremony was presided over by 
Lord Kylsant, Lord Lieutenant of Haverfordwest, which 
enjoys the privilege of being the only borough possessing a 
Lord Lieutenant. 


APPROACHING REMOVAL OF BETHLEM HOoOspImraL. 
Sir Lionel Faudel-Phillips, the treasurer, in his annual report 
to the Governors,states that it is hoped to transfer the 
hospital from Lambeth to the new buildings at Monks Orchard 
in the course of next year. The Building Fund stands at 
£417,763, and another £25,000 is needed to start free of debt. 
During the past year 437 patients were treated, at an average 
cost of £4 13s. 3d. per head per week. Of the £18,957 thus 
expended, £14,111 was recovered by payments in respect 
of patients. 


ROYAL SussEx County HosprraL.—tThe late Mr. 
Bernhard Baron made several large gifts to this hospital 
including £10,000 for the casualty ward opened in April. 
While that work was in progress he announced his intention 
of giving £5000 towards the provision of a new operating 
theatre. In 1928 no fewer than 2200 operations had to be 
performed in the space originally deemed sufficient for 800, 
but the governors decided that all they could do was to 
improve the existing theatres on the roof of the hospital. 
Thanks to Mr. Baron’s donation, however, these plans have 
been changed, and on August 6th sanction was given to the 
erection of a new operating theatre block. 


PRESTON INFIRMARY.—Princess Mary on August 8th 
opened a new wing and unveiled a memorial stone at the 
Preston and County of Lancaster Queen Victoria Intirmary. 
The building cost £40,000 to erect and equip, and consists of 
a complete hospital unit of three large wards—one for men, 
one for women, and one for children—with an operating 
theatre and other accessories and an entirely new accident 
ward. Provision has also been made for 18 private patients 
who, while wishing to pay part of the cost of their treatment 
and maintenance, are unable to afford comparatively high 
fees in a nursing home. With the beds in the new wards 
and those in the older part of the building, and the beds in 
the two convalescent hospitals, there is now accommodation 
for 40U patients. 
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Mile End Hospital, Bancroft-road, Mile End, F.—Res. Asst. 
L.0. £450. 
dt al Bi Milford, Surrey County Sanatorium.—2nd Asst. M.O. £400. 
2 Lr lary. Newcastle-upon-Tyne, Hospital for Sick Children.—Res. Sen. 
1.8. and Res. H.P. Each at rate of £95. Also Jun. H.S. 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCTATION, 1, Wimpole-street, W. 

Monpay, August 19th, to SATURDAY, August 24th.—ALL 
SAINTS’ Hospirat, Vauxhall Bridge-road, S.W. 
Special Course in Urology. Afternoons and eve nings (last 
week).—QUEEN’S Hosp ITAL FOR CHILDREN, Hackney- 

road, Bethnal Green, E. Special Course of Instructions 
consisting of demonstrations, lectures, and operations. 

Further particulars from the Fellowship of Medicine, 





Appointments. 


AITKEN, A. G.. M.B., Ch.B. Glasg., has been appointed Certifying 
Surgeon under the Factory and Workshop Acts for the 
Callington District of the County of Cornwall. 

McLAGGAN, J. D., F.R.C.S. Eng., Consulting Laryngologist to 
the Metropolitan Asylums Board Sanatoria. 





Parcancies. 


For further information refer to the advertisement columns. 


Barrow-in-Furness, North Lonsdale Hospital.—H.S, £150. 


Birkenhead General Hospital.—Cas. S. £100. 

Birmingham City Education Committee.—Asst. School M.O. 
£600. 

Birmingham General Hospital.—Res. H.P. £70. 

Bolingbroke Hospital, Wandsworth Common, S.W.—H.S. Atrate 


of £120. 
Bournemouth, Royal Victoria and West Hants Hospital,—Second 
H.S. At rate of £120. 


sae Municipal General Hospital, St. Luke’s.—H.?P.’s and 
S's. Each at rate of £200, 

Brighton, New Sussex Hospital for Women and Children, 
Windlesham-road.—Hon. Asst. Ophth. 8S. Also Hon. 
Aneesthetist. 

Burton-on-Trent, General Infirmary.— 2nd Res. H.S. £150. 

Cardiff City Mental Hospital, Whitchurch.—Res. Clin. Asst. 
50 "aris 

eta King Edward VII. Welsh National Memorial Assoc.— 
Asst. Res. M.O. for Cefn Mably Hospital, nr. Newport. Also 
3rd Asst. Res. M.O. for North Wales Sanat., Llangwyfan. 


Each £250. 
Cheadle, Cheshire, Cheadle Royal.—Asst. M.O. 
Coventry and Warwickshire Hospital.—Hon. 
Dundee, Royal Infirmary.—Hon. Asst. P. 
East London Hospital for Childre n, ” am 

and H.P. Each at rate of £1 
Exeter, Royal Devon and Exeter isti~~ianidt H.S. 

of £100. 
Great Yarmouth General Hospital.—Sen. H.S. £150. 
Hull Royal Infirmary.—Second H.S. At rate of £150. 

H.S. At rate of £130. 
Ilford Emergency Hospital.- 
Kingston-upon-Hull, 
Leicestershire Royal Infirmary.- 

of £125. 
Lincoln, Bracebridge 


£350. 
Anesthetist. 

for Dis. of Children. 
, Shadwell, E.—Res. H.S. 


At rate 


Also Cas. 


Hon. Aural Surgeon. 
City and County of.—M.O.H. 
H.S.’s, H.P., &e. 


£1500, 
Each at rate 
Mental Hospital.—3rd Asst. 


M.O. £350. 


Liphook, Hants, King George’s Sanatorium for Sailors.—Asst. 
M.O. At rate of £200. 

Liverpool, Walton Institution, Rice-lane.—Res. Asst. M.O. £200. 

London Jewish Hospital, Stepney Green, E,—Cas. O. At rate 


of £150. 


London Temperance Hospital, Hampstead-road, N.W.—Cas. O. 
At rate of £120. 

Longton Hospital, Staffs.—H.5. £120. 

Lowestoft and North Suffolk Hospital.—H.S. £150. 

Manchester and District Radium Institution.—Asst. Radiologist. 


£350. 
Manchester, 
Mexborough, 


Royal Infirmary.—Cliin. 
Vontagu Hospital. 


Asst. £35 for six months. 
-Radiologist. 





At rate of £100. 
heat or Hospital for Diseases of Heart, 


Westmorland-street, W. 
. to Out-patients. 


At rate of £125. 


PO ade General Hospital.—H.P. Also Asst. Res. Cas. O. 
Each at rate of £150. 
Oswestry, Shropshire Orthopadic Hospital and Agnes Hunt 
Surgical Home.—H.S. £200. 
Portsmouth Royal Hospital.—Cas. O. At rate of £100. 


Plumstead and District Hospital, Plumstead High-street, S.E.- 
Third Asst. M.O. £300, 

Plymouth, South Deron and East Cornwall Hospital. —H.P. At 
rate of £120. 

Rotherham Hospital.—H.P. £180. 

Royal Eye Hospital, St. George’s-circus, S.F-.—12 Salaried 
Refractionists. 12 Clinical Assts. Also 1 Pathologist. 

Royal Northern Hospital, Islington Tuberculosis Dispensary, 


Holloway, N.—Tuberculosis Officer. 
Royal Waterloo Hospital for Children, dc., 
Clin. Assts. 
St. Helen’s Hospital, Lancashire.—Res. M.O. £250. 
Sheffield, Jessop Hospital for Women.—Sen. Res. O. £250 
Sheffield Royal Infirmary.—Jun. Aural and Ophth. H.s. £80, 
Southampton, Royal South Hants and Southampton Hospital.— 


£750. 


Wate rloo-road, S.E. nee 


Jun. H.s. Also Cas. O. At rate of £130 and £120 respectively. 
Swindon and North Wilts Victoria Hospital.—Hon. Aural Surg. 
Tipton Urban District Council.—M.0O.H., &ec. £800. 


Warrington Infirmary and Dispensary. 

Warwickshire, King Edward VII. Memorial Sanatorium.—Sen. 
H.P. and Jun. H.P. At rate of £275 and £200 respectively. 

Watford, Herts Peace Memorial Hospital.—Res. M.O. At rate of 
£150. 


Hon. Dental Surgeon. 


We *, Bromw ich and District General Hospital.—H.S., H.P., and 
‘as. H.S. Each at rate of £200. 
wen London Hospital, Hammersmith-road, W.—Res. Asst. 8. 
£200. H.P., H.S.’s, &c. Each £100. Also Non-Res. H.S. 
£5 5s. weekly. 
Weston-super-Mare General Hospital.—H.S. £130. 
Winchester, Royal Hampshire County Hospital.—Res. H.S. £150. 





Births, Marriages, and Beaths. 


BIRTHS. 


BARLEE.—On August llth, at Hull, the wife of R. J. Barlee, 
Surg. Lieut.-Comdr., R.N. (retired), of a daughter. 

BOURDILLON.—On August 9th, at Stow House, Goring-on- 
Thames to Sylvia, the wife of L. G. Bourdillon, D.S.0., 
M.B.—a son. 

EVERETT.—On August 5th, at a nursing home, the wife of F. 


A. Everett, L.D.S., Clapham-road, S.W., of 
KEEFE.—On August 3rd,to Dorothy, 
62, Grafton-road N., Plaistow, 
NEWELL.—On August 9th, at Clothorn-road, Didsbury, 
Manchester, the wife of R. L. Newell, F.R.C.S., of a son. 
NUNAN.—On August 8th, at Woodcote Lodge, West Horsley, 
Surrey, the wife of Patrick Francis Nunan, Kenya Medical 
Service, of a daughter. 
QUENNELL.—On August 


a son. 
the wife of Dr. D. E. Keefe, 
E.13—a daughter. 


8th, at Millfield, near Brentwood, 

Essex, the wife of W. E. H. Quennell, M.R.C.S., of a 
daughter. 

L0OWEL L On August 7th, at ¢ ‘hape l-street, Belgrave-square, 

S.W., the wife of G. L. F. Rowell, F.R.C.s., L.R.C.P., of 


a ol (stillborn). 


MARRIAGES. 


. 

BEARE—HESKETT.—On July 31st, at St. John’s Church, 
Plumpton, Cumberland, Cyril E. Beare, M.B., F.R.C.S., of 
Dorking, to Annie (Pat) Heskett, of Plumpton Hall, P enrith. 

-TEMPLE.—-On August 6th, in London, Duncan Gerard 

Leys, M.B.Oxf., M.R.C.P.Lond., to Erica Hope, only 

daughter of Mr. and Mrs. Edwin Temple, Carlton-terrace, 

Glasgow. 


DEATHS. 


8th, at 
William 


BUCKLEY.—On 
Northants, 


August 


Clopton Manor, Kettering, 
Thomas 


Buckley, M.D., J.P. (late 


Major, R.A.M.C.), in his 71st year. 

Crorr.—On August 7th, at Headingley, Leeds, Edward Octavius 
Croft, M.D., of 33, Park-square, Leeds. 

Hoar.—On August 3rd, at Hollingbury- place, Brighton, 
Sussex, C. de S. Hoar, L.R.C.P. Lond., M. ea ss. Eng., 


aged 69, 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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Notes, Comments, and Abstracts. 


WORLD FEDERATION OF EDUCATIONAL 
ASSOCIATIONS. 


(FROM A CORRESPONDENT.) 


Tris Federation was first projected by the present 
President, Dr. Augustus Thomas, Education Commissioner 
for the State of Maine. It is quite in the International 


spirit of the time. Its organisation is broadly based among 
the nations, and probably education is the one concept 
whose urgency no nation will dispute. It is certain that 
the nations, both of the East and of the West, have responded 
tothe idea. The meeting just held in Geneva is the fourth ; 
the first was at San Francisco in 1923 ; the second at Edin- 
burgh in 1925; the third at Toronto in 1927. There is a 
desire that consecutive meetings should take place in different 
continents, but where the next meeting will be has not been 
formally announced. 


The Health Section. 


The Geneva meeting 


was a success, as was right in 
the home of all “ internationalisms,’’ as well as of the 
League of Nations. The Federation has been for ten days 
the focal centre for several other conferences and dis- 


cussions, none of them far from its own central idea, which 
is to provide a non-party platform for all forms of educational 
theory, practice, and propaganda. But, from the beginning, 
the Federation established a Health Section, whose proceed- 
ings were of practical value at Edinburgh, Toronto, and again 
at Geneva, for the work of the Section has served to elicit 
facts and programmes from over thirty nations, including 
China, Japan, India, Russia, Poland, Latvia, Esthonia, 
Greece, Roumania, and several others. Western Europe, as 
well as Canada and the United States, were well represented. 
The National Teachers’ Union of England and _ the 
Educational Institute of Scotland both sent large contin- 
gents. Naturally, as the Congress was fundamentally 
educational, the reports presented and discussed at the 
Health Section dealt with the health of the school ages, and 
the various methods attempted and proposed for education 
in health. But in several of the other sections, notably in 
the section of Rural Education and Agriculture, and the 
section of School and Parent, health always emerged, and 
was universally regarded as a necessary condition of all 
sound school organisation. 

In the Health Section it had been arranged that delegates 
from leading countries should send in advance copies of 
books, pamphlets, primary official documents of investiga- 
tions, of administration, of actual and proposed schemes. 
These many volumes formed a useful reference library ; it 
was well consulted by the representatives of the younger 
nations, thus showing the true use of these international 
discussions, The conference was thus able both to learn from 
the various delegates how far their countries had got in school 
health administration, to note their readiness to seize on 
the views of experience, and to reflect on the numerous 
questionings. Such conversations, set going by the Con- 
gress, will promote the intellectual inter-penetration that 
forms one condition of a safe internationalism. Dr. Alfred 
Zimmern, of the League of Nations, head of the Geneva 
School for Intellectual Co-operation, and the author of 
* The Greek Commonwealth,” which is a vital exposition 
of political ideas and idealisms, made exactly this point in 
a plenary address, and the Health Section certainly worked in 
this spirit. 

The Chairman’s Questionaire. 


Prof. C. E. Turner, of the Massachusetts Institute of 
Technology, Cambridge, was Chairman of the Health 
Section, which henceforth will cease to be called the **‘ Health 
Education Section.’”” He had issued early in the year an 
elaborate questionaire, and the replies formed a very 
useful way of obtaining precise information from the various 
countries and of concentrating the discussions. The broad 


results were formulated in 16 resolutions. Of the 16, 
the following were the most important: That health 
one of the tirst aims of education ; that there is need for 


further training of teachers in methods of health education ; 
that travelling instructors have been found useful to this 
end ; that large-type text-books are desirable ; that physio- 
logy and hygiene should form part of the instruction in the 
public schools of every country; that school medical and 
nursing service should be provided for schools throughout 
the world, and school-house sanitation (especially hand- 
washing facilities) should be improved ; that there is need 
for permanent representation of the Health Section in each 





country, in order that information and documents concerning 


the progress made in school health may be distributed 
internationally ; that there should be further study of the 
continuity and cessation of growth in school-children. as 
an indication of health status ; that there is need for greater 
continuity in the health records of children between th: 
pre-school and the school period ; that the teaching of home 
hygiene, infant and child care should be made universal for 
girls of adolescent age ; that there is need for the study and 
development of further tests, in addition to weighing and 
measuring, for determining the health status of school- 
children ; that further study of dental health is necessary : 
that every university should provide a student, in addition 
to athletic organisation and health instruction, 
health service, including preventive medical service, 
communicable disease control, financial aid in sickness, 
hospital treatment where necessary, and convalescent care. 


with a 


Some Outstanding Contributions. 

Of individual contributions to the Congress, three stand 
out clearly ; first, the excellent address on the International 
Aspects of Education, by Prof. Gilbert Murray, whose 
position in relation to the League of Nations and the 
detailed work of its committees is well known ; second, the 
practical and elegant address by Prof. Léon Bernard, Head 
of the Institute of Hygiene in the Paris School of Medicine : 
on the teaching of hygiene in, by, and through the school, 
stress being laid on “ teaching by example”; third, the 
lecture at the final meeting by Prof. Paul Monroe, LL.D., 
now Professor of Education in Columbia University, who 
drew attention in a masterly way to the great educational 
experiments made, or being made, in China, Japan, the 
Philippines, and Russia. To many of the audience who had 
heard dissertations of all sorts on education for a generation 
this lecture was one of the most striking, forming an effective 
climax to a week of strenuous work. 

A fourth contribution deserving of mention was the 
address by Dr. Thomas D. Wood, of New York, who spoke 
as chairman of the united session of the Home and School 
and the Health sections ; this was the mature deliverance 
of the veteran author of the well-known height and weight 
standards, which are widely used as tests of school-age, 
growth, and nutrition. 


The Wide Range of Work. 

There were some good contributions to the study of 
physical education which is now taking its place as a definite 
method of preventive medicine, and which may become 
primarily a responsibility upon school medical officers. Com- 
munications from Hungary and Poland were exactly illus- 
trative of this point. 

From both Belgium, through Monsieur de Vuyst of the 
Belgian Education Department, and France, through 
Monsieur Varrier of the French Department of Public 
Instruction, came a survey of the factors in the problems 
arising out of the different conditions, as far as education is 
concerned, which prevail in the town and in the country. 
Such problems, and many others like it, were discussed 
especially by American representatives and by American 
members of the International Parents’ Association, for in 
America the educational position arising from immigration, 
with the extraordinary mixture of cultures and 
resulting, requires perpetual and great adjustment. 

When the transactions of the Congress are published 
they will be found to contain illuminating surveys from 
which educational authorities in many countries will be able 
to derive practical information and guidance. 

Geneva, August 7th, 1929. 


races 


FOCAL SEPSIS IN DISEASES OF THE SKIN, 


THE doctrine of focal infection, which has hitherto found 
its chief supporters in England and America, is now gaining 
adherents on the continent, and A. M. Memmesheimer, a 
well-known dermatologist of the younger school in Germany, 
has published a paper' in which he seeks to establish a 
scientific foundation for the now popular hypothesis. 

Considering that the claims put forward by such authors as 
Roberts, Barber, Niord, Semon, and others are based on 
clinical evidence only, and on material too scanty for satis 
factory proof of the alleged association of cause and effect, 
he set himself to investigate the doctrine in the case of tt 
patients, of whom half were sufferers from chronic eczema, 
and the other half included 14 cases of psoriasis, four of lupus 
erythematosus, seven of herpes zoster, two of rosacea, and 
one each of erythema nodosum and erythema multiforme. 
These were utilised as controls. Of the 33 eczematous cases, 
26 were found to have apical “ granulomata’’ as clearly 
demonstrated by X rays. Six of the 14 psoriasis patients, 
one of the four with lupus erythematosus, and four of th: 
seven with herpes zoster, afforded similar evidence of apical 


' Arch. f. 


Derm. u. Syph., 1928, clvii., 183. 
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infection. The proportion of dental infections 
two groups worked out at 79 per cent. to 51 per cent. 

Memmesheimer here raises the important question whether 
we should regard the preponderating percentage of dental 
infections in the eczematous group as evidence of a causal 
factor, or whether people with the cutaneous idiosyncrasy 
may not have an associated weakness or lack of resistance 
in their dental tissues. It might further be argued that 
dental toxins can sensitise the body to some other exogenous 
or endogenous poison which would not be capable of pro- 
ducing cutaneous symptoms in their absence. In the hope 
of showing some of these problems, he examined the elective 
or specific action of the streptococci from dental foci, and 
endeavoured to elicit some evidence of their presence, or 
that of their toxins, in the patient’s own blood and tissues. 
Injections into rabbits and mice were tried, both with single 
large doses and small repeated doses, designed to imitate 
toxic absorption in human beings. Mice were found to be 
relatively immune, but of 27 rabbits inoculated with the 
massive single dose 15 died, and in 9 of them the strepto- 
cocci were recovered in cultures from the blood. In no 
single instance were skin lesions produced, nor did such 
lesions make their appearance in a similar series (27) 
injected from day to day. 

Complement-tixation tests, both of the blood serum and 
tissue cells, in 14 patients tested to their own strain of 
streptococci and to foreign strains, were positive in two 
cases, and that in a restricted sense only. But removal of 
the infective foci—i.e., the apical granulomata— cleared up 
the eczema in 5 out of 15 cases, and Memmesheimer holds 
that the low percentage of positive findings is by no means 
conclusive evidence against the doctrine of focal sepsis. 
Further research on the same lines is, he thinks, desirable. 


in the 


HEALTH CONDITIONS IN THE FALKLAND 


ISLANDS, 


A REPORT prepared by Mr. J. M. Ellis, Colonial Secretary» 
has recently been issued by H.M. Stationery Office, dealing 
with the affairs of the Crown Colony of the Falkland Islands 
and its Dependencies. Geographically the Falkland Islands lie 
in the South Atlantic Ocean. In addition to the two main 
islands, known as the East and the West Falkland, the 
group comprises about 200 small islands clustered around 
them, within a space of 120 by 60 miles. The Dependencies 
are divided into two main groups, the one consisting of 
South Georgia with the South Orkneys and the South 
Sandwich Islands, and the other of the South Shetlands with 
Graham’s Land. The area of these Dependencies covers 
3,100,000 square miles, or approximately one-fifth of the 
total area of the British Empire. The population of the 
colony, which at the end of 1927 was 2286, is European, and 
chiefly of British descent. The birth-rate during that year 
was 22°31 per 1000, and death-rate 9°26 per 1000, As in 
previous years, general diseases were rare, with the exception 
of tuberculosis, which is common. Its prevalence seems to 
be aggravated by close inter-marriage and by inadequate 
housing conditions. Steps are being taken to improve the 
latter ; and it is hoped in the near future to organise a scheme 
to examine sputums, in the hope of discovering the disease 
at earlier stages. Chronic appendicitis is also prevalent 
among the inhabitants of the colony. Communicable 
diseases, mosquito or insect borne, were entirely absent, and 
no acute infectious condition was reported during the year. 
Septic throat and cervical adenitis were troublesome. 

Particular care is being devoted to the dental treatment 
of the school-children, who all receive free attendance. An 
outbreak of bad colds occurred some time ago, and treat- 
ment with stock vaccine did not meet with much success. 
The colony is devoted solely to sheep farming, and all its 
interests are subordinate to the production of wool. 

The Falkland Islands are bleak and the climate is rigorous 
but healthy. It is trying to people from the United King- 
dom on account of the continuous cold, the lack of sun, and 
the constant high winds, and also because few opportunities 
are afforded for outdoor exercise. 


INTENSIFYING SCREENS. 

WE have received a booklet from Philips Lamps Ltd., 
entitled Intensifying and Fluorescent Screens, which is 
devoted mainly to a description of intensifying screens 
manufactured by this firm. The Philips screen is coated 
on a celluloid base which, it is claimed, is not easily scratched 
or damaged, and moreover may be washed with water, 
petrol, or methylated spirit. From a perusal of the pamphlet 
it is clear that the manufacturer is alive to those qualities 
which a fluorescent screen must possess if it is to be efficient. 

The use of an intensifying screen for reducing the exposure 
required to produce a radiogram dates back to 1897. 
Experience has shown that the yellow green tluorescence 
emitted by irradiated barium-platino cyanide, though 
admirable for fluorescent screens, is relatively ineffective 
on a photographic emulsion, which, unless specially prepared , 





is only particularly sensitive to violet and ultra-violet 
radiations. Fluorescence of this character is excited in 
calcium tungstate by X rays which in consequence forms 
the active layer of modern intensifying screens. The 
production of calcium tungstate of high photographic activity 
free from phosphorescence and in a fine state of subdivision, 
has, however, necessitated a considerable amount of experi- 
mental work. The fine detail of many of the earlier radio- 
grams was confused by the impression of the crystalline 
structure of the screen, and the afterglow from the latter 
often destroyed the sharpness of the image ; but it may be 
fairly claimed that the modern intensifying screen is free 
from these defects. 

It is common practice to place intensifying screens on 
both sides of a film, which leads to a considerable reduction 
in the time necessary to produce a radiogram. From the 
photographic point of view there is, moreover, the added 
advantage that the value of the screen is greatest in the lower 
densities where it is most required, and hence for 
instantaneous radiography they are invaluable. 

Much of the success obtained with intensifying screens 
depends not only upon the mechanical qualities of the 
materials used as the foundation for the fluorescent layer, 
but also on the casette for holding it close to the photographic 
film. Experience has shown that both must be such that 
the sereen is held in perfect contact with the film at all 
points during exposure, otherwise blurring of the image 
may occur and the screen becomes inefficient. How far 
improvements in these directions have been made may best 
be judged by the fact that the intensifying screen is now 
regarded as an essential part of modern radiographic 
equipment, 


VESALIUS AND THE INQUISITION MYTH. 
To the Editor of Tue LANCET. 

Sir,—Some stories seem to be endowed with immortality 
It is of no consequence that they have no basis in fact ; 
it is enough that they are tinged with some colour of 
romance, or that their tragic dénmouement excites pity, or 
that they can be used to make a point in controversy. 
Truth limps painfully behind and never makes up to them. 
A recent illustration of this is to be found in Prof. A. V 
Hill’s lecture on the Enemies of Knowledge. As it is 
reported in your columns (June 29th, 1929, p. 1389), he 
spoke as follows: ‘ Vesalius was inspecting with the consent 
of his kinsman the body of a Spanish nobleman recently 
dead ; the heart gave a feeble palpitation when divided by 
the knife. Vesalius was denounced to the Inquisition and 
driven from Italy.’’ No doubt Prof. Hill believed he was 
merely stating facts, and yet there is not a single phrase 
in this description which will bear examination. It is over 
30 years since I first published the proof of its falsity, and 
I went into the matter with greater detail in the Edinburgh 
Medical Journal in 1914. More recently a short summary 


of the genesis of the myth appeared in THE LANCET 
(Jan. llth, 1928, p. 105). The statements I have made 
have not been controverted. Indeed I do not know any 


authority on Vesalius who credits the story. All I can claim 
to have done is to have examined most closely all the con- 
temporary documents relating to that period of the 
anatomist’s life. If, then, Prof. Hill has discovered fresh 
documentary evidence, he would confer a boon on students 
of medical history by publishing it. 
I am, Sir, yours faithfully, 
Edinburgh, August 12th, 1929. G, MATHESON CULLEN. 


NITRATE POISONING: AN EPITAPH. 

WE are informed that the following appears on a tomb 
at Cross Kirk in Eshaness, Shetland. 

Donald Robertson, born Jan., 1783, died June 4th, 1848, 
aged 65. He was a peaceable quiet man, and to all appearance a 
sincere Christian and his death was very much regretted and was 
caused by the stupidity of Lawrence Tulloch in Closeheston (?) 
who sold him nitre instead of Epsom salts, by which he was 
killed in the space of five hours after taking a dose of it. 


ENLARGEMENT OF HARROW Hosprrau.—The district 
served by Harrow Hospital is increasing rapidly in 
population that it has become urgently necessary to enlarge 
the institution. An extension to cost £22,500 has been 
prepared as part of a larger scheme which it is hoped 
eventually to carry out. There are at present 40 beds, but 
the enlargement will comprise wards for 18 additional beds 
and for 12 paying patients, an X ray department, a new 
operating block, and quarters for a resident medical officer. 
Nurses’ quarters will be erected in the garden of the hospital. 
The extension is to be known as ** The Stuart Memorial,” 
in honour of the former president, the late Mr. J. N 
Stuart. 
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